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1952 Current Therapy is the fourth in a series of is NOT made up of extracts from the literature. 


annual volumes devoted to the latest approved but describes the current therapeutic methods of 


methods of treatment. The material represents practicing physicians. Here, truly, is the best 


the contributions of 362 leading physicians, each treatment available today for every disease you 


one of whom has personal experience in the use 
of the therapeutic procedure which he describes 
for you. 


are likely to encounter. 


All discussions are presented in brisk, concise. 


Almost one half of the treatments in this 1952 
olume are NEW—different and better in some 
way than the best treatments known last year for 
‘he same disease. And note—1952 Current Therapy 


Ww. B. SAUNDERS COMPANY 


1-2-3-4 step-by-step fashion. Reserve a copy of 
this—the most useful and usable book on treat- 
ment ever published—for yourself today. 


Edited by Dr. Howarp F. Conn, with the assistance of 12 Editoria! 
Consultants. 876 pages, 8” x 11”. $11.00. Ready Nou 
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...a bulk producer so finely processed that in solution with 
milk or water it easily passes through the openings of an ord- 
inary nursing nipple. 

Such ultra-fineness makes L. A. Formula especially attrac- 
tive for use in ulcer or colitis patients. The gravida, the 
nursing mother, the aged and bedridden, children, your most 
fastidious patient—all find the improved L.A. Formula pleas- 
ant and easy to take. 


Improved bland bulk producing laxative 


compare these advantages 


1. L.A. Formula dissolves in water almost instantly and so completely 
that there are no particles left in the mouth to irritate or annoy. 


2. Taking L.A. Formula is like drinking a glass of pleasantly sweet- 
ened water. There is no sensation of drinking a jell. Highest patient 
acceptance is assured. 


3. L.A. Formula is effective. Its softly compact, well-formed stool 
promotes physiological peristalsis, acts to reestablish the normal 
defecation reflex. Evacuation of the rectum is easy and complete 
and soiling is reduced to a minimum. 

4. L.A. Formula does not interfere with absorption of fat-soluble 
vitamins A, D, E and K. Prothrombin levels are not affected and 
metabolism of calcium and phosphorus remain unimpaired. 


5. L.A. Formula is not habit forming. It is non-irritating and does 
not leak or complicate the hygiene of the anorectal region. 


6. L.A. Formula reduces anorectal complications. Thiele reports that 
in a large obstetric clinic where mineral oil is prescribed routinely, 
the incidence of anorectal infections is 5 per cent. In two private 
practices in which certain bulk producing hemicelluloses were given 
in place of mineral oil, the incidence of anorectal infections is only 
1.7 per cent.! 


7. Calories? Only 13 per dose (heaping teaspoonful). 


We encourage you to write for samples for clinical comparison 


Supplied: 7 and 14 oz. cans. 
Formula: 50% Plantago ovata coating dispersed in lactose 
and dextrose. 

Burton, Parsons & Company 
Washington 9, D. C. 


1. THIELE, G. H.: Southern Med. J. 35:920 (Oct.) 1942. 
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effective whenever laxation i is indicated 
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A MEASURABLE ADVANCE 


in the relief of 
Symptoms 


of the common cold 


CORICIDIN 


In a study of 5,734 patients with the common cold treated with 
Coricipin,® “...the relief of symptoms was 72.7 per cent... .”* 
Side effects were mild and their incidence only 1.5 per cent 
greater than with the placebo. 


CorIcIDIN contains the most potent antihistamine available — 
Chlor-Trimeton® Maleate as well as aspirin, phenacetin, and caffeine. 


Coricipin (antihistamine, antipyretic, analgesic) Tablets are available in 
tubes of 12, and bottles of 100 and 1000 tablets. 


*Manson, M. H.; Wells, R. L.; Whitney, L. H., and Babcock, G., Jr.- 
Internat. Arch. Allergy & Applied Immunol. ]:265, 1951. 


CORPORATION BLOOMFIELD, NEW JERSEY 
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ACTIVE INGREDIENTS: 

BORIC ACID 2.0% OXYQUINOLIN 
BENZOATE 0.02% AND PHENYL- 
MERCURIC ACETATE 0.02% IN 
SUITABLE JELLY OR CREAM BASES 
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PLATO: 
“PHILOSOPHY BEGINS IN WONDER” 


— THAEATETUS, SEC. 155 


MUST BE YOURS! 


Jelly with diaphragm . . . or jelly alone? The evidence of 
medical authority . . . stresses our sincere belief that post- 
ponement of pregnancy is a form of preventive medicine 
which is the responsibility of the physician. .. .. Our own 
long experience in serving the medical profession has em- 
phasized that the combination of diaphragm, used with 
either jelly or cream, is the ideal prescription. We have 
recognized, since 1925 however, that certain patient con- 
ditions must be left to the physician’s diagnosis and be his 
obligation. ... Whichever method you choose for the indi- 
vidual patient, you may depend upon the time-tested pro- 
tective and spermicidal efficiency of Koromex products. For 
confident contraception... every time... prescribe Koromex. 
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HOLLAND-RANTOS COMPANY, INC. @ 145 HUDSON ST., NEW YORK 13 


MERLE L. YOUNGS, PRESIDENT 
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How to get fine x-ray apparatus 
with no investment 


use MAXISERVICE 


ONE MONTHLY SERVICE FEE 
covers installation, insurance, repair — 
even tube replacement 


YOU CAN HAVE THE LATEST 
EQUIPMENT ... with no risk of 
obsolescence loss 


Investigate the GE Maxiservice Plan. It is the 
answer to how you can equip with x-ray without a 
big cash outlay. Ask your GE x-ray representative, 
or write X-Ray Department, General Electric 
Company, Milwaukee 14, Wisconsin, Rm. R-3 


GENERAL ELECTRIC 
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Since Tampax (originally designed by 
a physician) was first introduced 
thirteen years ago: 


twenty-odd reports, attesting to 


the safety and efficacy of internal 
menstrual guards, have appeared in 


prominent specialty and general 
medical journals - 


hundreds of lectures on the value 


of this new form of protection have 
been requested by nursing schools, 
colleges and secondary institutions 


throughout the country - 


thousands of Tampax samples have 
been ordered by members of your 
profession for use by their 


families, patients and nurses = and 


billions of Tampax tampons have 


been purchased by female patients. 


We are appreciative of your increas- 
ing endorsement of the advantages 
inherent in the Tampax method, and 


look forward to even greater progress 


in the years ahead. 


Tampax 
Palmer || 


Mass. 


Incorporated 
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No Other [hypotensive 
Combines these. 


| eriloid, a product of 
Riker Laboratories re- 
search, is an alkaloidal 
extract of hypotensive 
principles obtained by 
fractionation from 
Veratrum viride. It is 
freed from the dross 
of the mother sub- 
stance. Biologically 
assayed in mammals, 
with drop in blood 
pressure as end point. 
Generically desig- 
nated alkavervir. 


ERILOID 


1 


~ 


IN HYPERTENSION 


Uniformly potent; con- 
stancy of pharmacologic 
action permits exacti- 
tude in dosage calculated 
in milligrams... 


A unique process of man- 
ufacture produces a 
tablet which dissolves 
slowly, thus assures 
Veriloid absorption and 
action over a consid- 
erable period ... 


Moderates blood pres- 
sure by vasorelaxant 
action independent of 
vagomotor effect ... 


No ganglionic or adre- 
nergic blocking. . . 


Lability of blood pres- 
sure, so important in 
meeting the demands cf 
an active life, is not in- 
terfered with; no danger 
of postural hypoten- 
sion... 


6 


Cardiac output is not re- 
duced... 


No compromise of renal 
function .. . 


Cerebral blood flow is 
not decreased ... 


Tolerance or idiosyn- 
crasy rarely develops. . . 


Hence can be given over 
long periods in the aim 
to arrest or lessen pro- 
gression of hyperten- 
sion... 


Well tolerated in prop- 
erly adjusted dosage; 
does not lead to head- 
ache... 


Produces a prompt and 

sustained drop in blood 

——— in all forms of 
ypertension. 


Veriloid is available in 3 dosage forms: Veriloid (plain) in 1, 2, and 
3 mg. tablets; Veriloid-VP (Veriloid, 2 mg., and phenobarbital, 15 
mg.); Veriloid-VPM (Veriloid, 2 mg., phenobarbital, 15 mg., and 
mannitol hexanitrate, 10 mg.). 


RIKER LABORATORIES, INC., e480 severty Bivo., LOS ANGELES 48, CALIF. 
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TWO READY-TO-USE INFANT 
FORMULAS NOTABLY HIGH 
IN PROTEIN CONTENT 


IN POWDER FORM 


LACTOGEN 


Supplying adequate amounts of the basic 
nutrients in desirable proportion, Lactogen 
is an all milk infant feeding formula in 
powder form. It consists of whole milk 
modified with milk fat and milk sugar, and 
fortified with iron. It yields a readily di- 
gested mixture with a protein content of 
two per cent, supplying 20 calories per 
ounce. 

Nothing but warm, previously boiled 
water is needed to prepare Lactogen. Either 
a single feeding or the entire day’s needs 
, may be prepared at one time. 
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FEEDING 


IN LIQUID FORM 


\ 


Dextrogen is economical to use, easy to 
prepare. This concentrated liquid formula 
is made from whole milk modified with 
dextrins, maltose, and dextrose, and forti- 
fied with iron. Dilution with previously 
boiled water is all that is required to pre- 
pare the formula. The Dextrogen formula, 
yielding 20 calories per ounce, is lower in 
fat content than human milk and higher in 
protein. It is, therefore, particularly useful 
when poor fat tolerance is manifested. 

No refrigeration is needed until the can 


THE NESTLE COMPANY, INC. 


COLORADO SPRINGS, COLORADO 
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Presents 


A New Advance 


a = in Sulfonamide Safety ... 
BRAND OF SULFADIMETINE 


Scorea 0.5 Gm. tablets. 


Bottles of 100 and 1000. Remarkably low incidence of side effects—less than 5% 


Lowest acetylation yet reported—less than 10% in blood 


@ New improved solubility 

@ Renal complications rare—alkalis not needed 


High, sustained blood levels 


WIDE ANTIBACTERIAL SPECTRUM 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J. — 
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OR THAT SPRING LIFT 


It's just around the corner, doctor ... that season 

when hematinics, tonics and vitamins reach a 
high peak of employment... when emphasis will be 
placed upon corrective therapy to counteract the affects 
of the many winter ills to which man is subject. The fol- 
lowing Breon products are of particular value in this 
broad field of indications. 


BECOMCO ELIXIR* —A palatable therapeutic formula of the B complex, 
plus B,;, Liver and Ferric Ammonium Citrate ... especially indicated where 
symptoms of lowered vitality are both multiple and obscure; particularly 
in children with “finicky” appetites. Available in bottles containing one 
pint, and in gallons. 


BREONEX-L (Soluble) —A highly concentrated, desiccated compound 
et of the principal factors of vitamin B complex, augmented with B,;, for intra- 
= venous or intramuscular injection. Indicated where rapid delivery and 
ed assured absorption are required ... after prolonged fever in hyperthyroid- 

ism and when absorption and utilization are impaired by gastrointestinal 
dysfunction. Available with Aqueous Diluent, 10 cc. Multidose Vial .. . or 
with Sodium Ascorbate Diluent, § cc. Single Dose Ampuls. Single combina- 
tion packages, or boxes of 25 combinations. 


balk FERRO-ARSEN—A usetul iron and arsenic tonic for intravenous injec- 

a" tion. Effective in iron deficiency anemias, since it places iron directly in the 

* blood stream for quick and definite absorption. Efficient adjunct in patients 
static to oral iron therapy. Available in 5 cc. ampuls and 10 cc. ampuls, 
boxes of 6 and 25. 


DOXYCHOL-K and AS* (Tablets)—Doxychol-K... extremely pure bile 

acid combination with potent hydrocholeretic and fat-emulsifying action. 

Widely used in the management of biliary dysfunction without choleli- 

thiasis, chronic cholecystitis, functional hepatic insufficiency and biliary 

stasis. Where effective sedation and spasmolysis are desired, in addition 

5 to hydrocholeresis, specify DOXYCHOL-AS. Both tablets available in bot- 
; tles of 100, 500 and 1000. 


ALFABETAMIN Capsules —A combination of fat-and-water-soluble 
vitamins permitting wide flexibility in dosage. Excellent in vitamin defi- 
ciencies and as a dietary supplement. Available in bottles containing 
100, 500 and 1000 capsules. 


*Samples available to physicians on request. 


me Write Dept. 13-NK for literature. 
GEORGE A. BREON & CO. 
Manufacturing Pharmaceutical Chemists 
1450 BROADWAY NEW YORK 18, N. Y. 
ih. 
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Johnson & Johnson Announces 


New Professional Package of 


BAND-AID Plastic Strips 


FLESH-COLORED 
Extra-Wide Strips... 1” x 3” 


Won't come loose in water. Won't get soggy. (Crease-resistant. Plastic surface sheds grease 
Absolutely waterproof. Dirt and grime wash right and oil. 
off the smooth, plastic surface. 


Thin, smooth and elastic. Conform to body 
contours and remain smoothly in place despite 
body movements. Fit like a second skin. 


Stay clean. Plastic surface sheds dirt. 


Flesh-colored. Patients appreciate the natural 
color because it is inconspicuous. 


100% STERILE. 
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Physicians who recommend Pet Evaporated Milk are always sure that the 
babies in their care are getting a truly safe milk. Because Pet Milk is sterilized in 
its sealed container, permanently protected from any source of contamination. 


At the same time there is no better, more nutritious milk for babies. Pet Miik 
retains all the food values the best milk can be depended on co supply... 
and these food values are uniform wherever and whenever Pet Milk is bought. 


Yet Pet Milk, the original evaporated milk, costs less than any other form of 
milk —far less than special infant feeding preparations! 


Try PET Evaporated Milk for your young patients. See how this 
good milk helps them grow sturdy and strong. 


PET 


FAVORED FORM OF MILK FOR ||, || INFANT FORMULA 
VAPORATE 


PET MILK COMPANY,  1464-c Arcade Building, St. Louis 1, Missouri 
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Recognition that abnormal hunger has 
both a physiological and psychological 
basis leads to more efficient medication 
for the successful restraint of 
overeating (“the one consistent and 
demonstrable finding in obesity”). 


oF N Sets in both ways to help 


' Physiological restraint of abnormal hunger — 
by the non-nutritive bulk of hydrophilic 
methylcellulose (500 mg. per tablet). 


Psychological aid in combatting the 
depression and anxiety that lead to 

oye compulsive overeating—by the mood- 

elevating action of d-amphetamine 

\ phosphate (2.5 mg. per tablet). 


Average Dosage: Two tablets with 
water three times daily, one-half 
hour before meals. 


UP 
Hunger 
| DOWN 
 . 
—— patients succeed. 
— 
| eed & arnrick | 
— TORONTO, T., CANADA 
all 
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Each fluid ounce of ARMATINIC 
LIQUID contains: 

Liver Fraction 1 (Clarified) 1.25 Gm. 
Ferric Ammonium Citrate U.S.P... 1.30 Gm. 


*The Armour Laboratories Brand of 
Crystalline Bi2. 
Supplied in 8 oz. and 16 oz. bottles 
at prescription pharmacies every- ADULTS: 
where. 1 tablespoonful twice daily. 
Armatinic Activated Capsulettes 
and 1000. 
INFANTS: 
10 to 20 drops daily. 
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Folic Acid... 20 mg. 
meg. 
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CRYSTALLINE AND CLAI 


IN ANEMIA ... FROM PEDIATRICS 
TO GERIATRICS... Armatinic Liquid 
provides a fresh, vigorous hemo- 
poietic response . . . particularly in 
those cases completely refractory 
to iron, liver or Bj alone. Clarified 
Liver, a development of Armour 
research, is an improved, pleasant- 
tasting, more stable liver from which 
unwanted fats have been removed. 


THE ARMOUR LABORATORIES 
CHICAGO 11, ILLINOIS 


world -wide 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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In the interest of maintaining good nutri- 
tion in the patient, many functional derange- 
ments of the gastrointestinal tract make the 
use of a well rounded dietary supplement, 
such as Ovaltine in milk, highly advanta- 
geous. Among such functional derangements 
more commonly encountered are nausea, 
anorexia, gastritis, diarrhea, dysentery, enteri- 
tis, and colitis. 

In these conditions, Ovaltine in milk is par- 
ticularly useful, not only because of its easy 


digestibility but also because of its blandness 
and its high nutrient content. It offers the 
opportunity of providing a balanced fare of 
essential nutrients without mechanical irrita- 
tion or excessive digestive demands. Hence 
it qualifies especially when customarily eaten 
foods are contraindicated and a nutritious 
bland diet is required. 

The wealth of nutrients supplied by three 
glassfuls of Ovaltine in milk is outlined in the 
table below. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings of Ovaltine, each made of ¥2 oz. 
of Ovaltine and 8 fl. oz. of whole milk, provide: 


PANTOTHENIC ACID 
PYRIDOXINE . . 
RIBOFLAVIN . . 
THIAMINE .. . 
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Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 


POSE DIETARY PROBLEMS 
ar, 
= 
4 
| \ 
/ AY 
OVALTINE | — 
q CARBOHYDRATE ......... 656m. 


NEW 
A MORE COMPLETE PRODUCT FOR OBESITY CONTROL 
Stuart 
-Amvicel 


5 IMPORTANT FACTORS IN ONE SMALL CAPSULE 


1. Dextro-Amphetamine Sulphate to reduce appetite. 
2. Phenobarbital to offset nervous stimulation. 


3. Methylcellulose to provide bulk. 


of important nutrients. 


4. Vitamins ! to provide protective amounts 


Capsule disintegrates quickly allowing immediate action 


Low in Cost to Patients Available at All Pharmacies 
Approximately 4¢ per capsule Bottles of 100 capsules 


| 


NOW...IN ONE DROP PRODUCT: 
PROTECTIVE AMOUNTS OF 
ALL IMPORTANT VITAMINS, 


 WFOps 
ALL-SYNTHETIC PRODUCT FOR 
GREATER SAFETY IN ALLERGIES 


Each 0.6 cc. (as marked on dropper) is standardized to contain: 


5,000 USP units 


Ds . 1,000 USP units 
uart C (ascorbic acid) 
B, (thiamin chloride) 
Bz (riboflavin) mg. 
Be (pyridoxin hydrochloride) 
Available at all pharmacies ol 
NET CONTENTS: 18 cc. 


= PLEASANT TASTE d 
| A (synthetic) ...... 
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PRODUCT OF BRISTOL-MYERS «+ 19 WEST 50 STREET * NEW YORK 20, N. Y. 
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“Conforming to the pattern of human milk” 
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for normal infant development 


Clinical experience with thousands of infants 
demonstrates impressively the valuable role of 
Bremil in infant nutrition. 


Bremil is a completely modified milk in which 
nutritionally essential elements of cow’s milk 

have been adjusted in order to supply the nutritional 
requirements of infants deprived of human milk. 

It can be used with confidence either as part or all 
of the food supplied to the normal healthy infant. 


Bremil conforms to the fatty acid and amino acid 
patterns of human milk. Bremil is a completely 
modified milk in which the calcium-phosphorus 

ratio (guaranteed minimum 12:1) is adjusted 

to the pattern of human milk, thus helping to prevent 
tetanic symptoms in newborns."? 


Bremil supplies the same carbohydrate as breast 
milk, lactose.? 


Bremil’s vitamin adjustments for standards of infant 
nutrition,‘ its human-milk size particle curd, 
miscibility and palatability are additional reasons 
for its choice in infant feeding. Bremil approximates 
the nutritional role of the mother. 


Available in drugstores in I Ib. cans. 


Gardner, L. |., Butler, A. M., et al.: 
Pediatrics 5:228, 1950 

Nesbit, H. T.: Texas State J. M. 
38:551, 1943 

Bull. National Research Council No. 119 
Jan. 1950 

Recommended Daily Dietary Allowances, 
Revised 1948, Food and Nutrition Board, 
National Research Council 


Complete data and Bremil samples are available to you. 


Prescription Products Division 


1A.0.A. 
1952 
palatable, 
to 
prepare 
The Borden Company Ss. 350 Madison Avenue, New York 17 
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Discharge and malodor of bacterial cervicitis 


and vaginitis can be markedly decreased by 


Furacin Vaginal Suppositories. 


When the infection is accessible to vaginal 


TO DECREASE DRAINAGE medication, it is usually promptly eradicated by 
the powerful antibacterial action of Furacin, 
TO MINIMIZE MALODOR whose spectrum includes many gram-negative 


and gram-positive organisms. 


TO FACILITATE HEALING 


When cauterization or conization of the cervix 


is indicated, use of Furacin Vaginal Suppositories 


pre- and post-operatively is reported 


to produce cleaner, faster healing with less 


slough and drainage. 


New Therapy in 
Cervicitis & Vaginitis 


Furacin® Vaginal Suppositories contain 
Furacin 0.2%, brand of nitrofurazone 
N.N.R. ina base which is self-emulsifying 
in vaginal fluids and which clings tena- 
ciously to the mucosa. Each suppository is 
hermetically sealed in foil which is leak- 
proof even in hot weather. They are stable 
and simple to use. 

These suppositories are indicated for 
bacterial cervicitis and vaginitis, pre- and 
post-operatively in cervical and vaginal 


surgery. 


Literature on request 


NORWICH, NEW YORK 


A unique class of 
antimicrobials 
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OF INTEREST TO EVERY OSTEOPATHIC PHYSICIAN 


WATSON-JONES: FRACTURES AND JOINT INJURIES, 4th Edition 
By Sir Reginald Watson-Jones, B.Sc., M.Ch.Orth., F.R.C.S., F.R.A.C.S., F.A.C.S. 


The long-awaited fourth edition of this flap concealing the other and check your con- 
classic is at last available. Every page has been clusions—thus fixing the correct diagnosis indel- 
corrected or rewritten; many new chapters have ibly in your mind. 
been added, with hundreds of new illustrations. In two volumes, not sold separately. Volume 


It covers the entire field, both basic principles I ready now: 470 pp., 709 figs., 92 in color 
and recent advances, in = simple and clear two color plates. Volume II scheduled for spring 


manner. You will particularly appreciate the 
“peep” illustrations: you make your own diag- 1952; approx. 700 pp., profusely illustrated. 


nosis from one of a pair of x-rays, then flip the $22.00 for the two-volume set. 


REHFUSS & PRICE: A COURSE IN PRACTICAL THERAPEUTICS, 
2nd Edition 


By Martin Emil Rehfuss, M.D., F.A.C.P., and Alison Howe Price, A.B., M.D. With 15 Contributors 


Second edition thoroughly revised to include are most constantly used by the practitioner. 
all the latest remedies and methods; pays in- Many full-page plates present a sketch of the 
creased attention to such problems as drug sen- human body showing the symptoms of a spe- 
sitivity, bacterial resistance, and the importance cific disease, with concise summaries of etiol- 
of making an exact etiologic diagnosis. Covers ogy, diagnosis, differential diagnosis, treatment 


fundamental principles, prescription writing, 
differential diagnosis, symptomatic medication, 
the great body of internal medicine, and those 
specialties in medicine and therapeutics which 


and prognosis right on the same page—giving 
you complete information at a glance. 


955 pp., 7 figs., 96 plates, 4 in full color..$15.00 


MARRIOTT: MEDICAL MILESTONES 
By Henry J]. L Marriott, M.D. 


Fascinating stories that reveal the drama DDT, dramamine, and many others. 
that lies behind your daily work—entertaining You are sure to appreciate the well-written 
— thoroughly — so factual etymological notes that give you the origin and 
and accurate. Includes the major advances in development of many of the medical terms you 


medicine in recent years: the antibiotics, the 
blue baby operation, the Rh story, the new fe 
attitude toward leprosy, cortisone and ACTH, BOS $3.50 


use every day. 


THE AMERICAN JOURNAL OF PHYSICAL MEDICINE 
Formerly Occupational Therapy and Rehabilitation 


Edited by Harry D. Bouman, M.D., with an and its sphere of clinical application and of 
editorial board consisting of clinical physiatrists interest widens all the time. = 
with proven interest in the development of the It contains: articles of practical interest to 
field of physical medicine in its various aspects, the physician; articles dealing with all the pro- 
and anatomists and physiologists who, by their cedures used in physical and _occupational 
previous activities in teaching, research and therapy; basic scientific contributions, showing 
education, have contributed to the scientific the results of original research important to 


knowledge on which the practice of physical Physical medicine; occasional symposia that 
te cover comprehensively some one vital subject; 


book reviews; and the ever-popular department 


This is an old established journal with a new “International Reviews of Physical Medicine.” 
name as of 1952, and a new scope including Bi-monthly, one volume a year beginning 
the entire field of physical medicine and re- February. Volume 31 is current in 1952. Sub- 


habilitation. This is a rapidly expanding field, scription price per volume $5.00. 


THE WILLIAMS & WILKINS COMPANY 
Mt. Royal and Guilford Aves. Baltimore 2, Maryland 
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preceding 
manipulation... 


... relieves skeletal muscle 


spasm 


oe. readies” the patient for 
effective physiotherapy in just 15 
to 30 minutes 


¥ 
Ps 
¥ 
x 


Each cc. of PHYATROMINE contains :, 


PHY ATROMINE provides prompt and pro- Physostigmine Salicylate. ee. 0.6 mg. 
longed relief from painful muscle spasm Atropine Sulfate..,........ 0.6 mg. 
due to injuries, lumbar or sacroiliac strain, In isotonic solution of sodium chloride 
pulled ligaments, bursitis, spondylitis, 
fibrositis, and rheumatoid arthritis. Thus, 
PHYATROMINE facilitates osteopathic ma- 
nipulation and speeds up the return of 
normal muscle and joint function. 


Please send me: 
.++++++Professional sample vial of 5 cc. without cost 
or obligation. 
multiple-dose vials of PHYATROMINE 
at $6.30 per vial. 
+++++..l-cc. ampuls in boxes of 25 at $6.30 per box. 
(Quantity prices on request) 


LJ CHARGE c.0.D. LJ 


PHYATROMINE is relatively low in cost... 
ready to inject...easy to use... and its 
atropine sulfate content minimizes un- 
desired side effects. 


Ethical Pharmaceuticals Since 1894 
MILWAUKEE 1, WISCONSIN 


CITY. ZONE STATE 
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Doctor, 
your own 
judge... 
try this 


simple test 


With so many claims 
made in cigarette adver- 
tising, you, Doctor, no 
doubt prefer to judge for 
yourself. So won’t you 
make this simple test? 


Take a PHILIP MORRIS and any other cigarette 


3 Light up either one first. Take a puff—get a good mouthful of smoke 
—and s-l-o-w-l-y let the smoke come directly through your nose. 


y & Now, do exactly the same thing with the other cigarette. 


Notice that PHILIP MORRIS is definitely less irritating, definitely milder. 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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Living Pathology 


DISEASE 


On a Basis of 
Physiologic 
Pathology 


by Frank L. Apperly 
M.A., M.D. (Oxford), 
D.Sc. (Melbourne), 
F.R.C.P. (London), 


Professor of Pathology, 
Medical College of Virginia, 
Richmond, Virginia 


Lippincot 
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adapted to the Needs of Medical Practice 


The all-important basic sciences are integrated 
with the practice of medicine in this stimulating 
book. It presents “living pathology” based upon 
indicated physiqlogic function or malfunction. 
Throughout, the emphasis is on function as 
well as structure. Both are discussed fully in 
order to explain the disease pattern. 


Patterns of Disease starts its analysis at the be- 
ginning rather than at the end of disease. It 
presents the concept of the patient as a whole, 
tracing the progress or the probable progress 
of disease step-by-step: the biochemical changes, 
the altered function, the altered anatomy and 
the final restoration of the patient to health. 


The compensatory mechanisms set up by the 
body in disease are interpreted and the early 
recognition of disease is stressed. 


Clinically oriented, this volume is directed to all 
who recognize the important role of physiology 
under pathologic stress and the necessary appli- 
cation of these sciences to medical practice. 


460 Pages and Index. 
50 Figures, 37 Charts. 


J. B. LIPPINCOTT COMPANY, East Washington Square, Philadelphia 5, Pa. 
Please enter my order and send me 


(0 PATTERNS OF DISEASE, Apperly, $8.00 
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THIS HELPFUL 
BOOKLET... 


SHOULD TAKE 
TIME TO READ IT 


Published by the Bureau of Health Education of the A.M.A.— 
available to you at no cost or obligation. Simply fill-in and mail 
the coupon, below, or send a postcard — your secretary can do it 
for you in a jiffy! It’s important to you and your patients. 


HERE’S HELP FOR YOUR PATIENTS, TOO! 


Back Supporter, successor to the bedboard, is the original mattress 
designed for relief of low back pain... available nationally 
through regular Spring-Air mattress dealers. Its design conforms 
to the principles outlined in the free booklet, ““The Boom in Back- 


” 


aches,” and its list of “relieved” users includes many prominent 
men in the medical profession. Here is true relief for sufferers from 


low back pain of the “‘atraumatic”’ type. 


PROFESSIONAL DISCOUNT AVAILABLE 
For your personal use, to acquaint you with the amazing comfort 
and low back pain relieving qualities of this wonderful mattress 
we invite your personal request for professional discount. Please 
use your professional letterhead for this purpose. SPRING-AIR 


A PRODUCT OF Spd 


SPRING-AIR COMPANY, HOLLAND, MICHIGAN 
BACK SUPPORTER DIVISION, Department 337 


Please send, free and without obligation, a copy of booklet, “The Boom in Back- 
aches.” 


NAME 
ADDRESS 


CITY. ZONE STATE 
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Here are two great Spot Tests 
that simplify urinalysis 


GALATEST 


(Sugar Test-Denco) 


The simplest, fastest urine sugar test known. 


ACETONE TEST 


(DENCO) 


For the rapid detection of Acetone in urine or in blood plasma. 


_A LITTLE POWDER 
A LITTLE URINE 


COLOR REACTION IMMEDIATELY 


Sugar Test (Denco) and Acetone Test (Denco) . . . 
Spot Tests that require no special laboratory equip- 
ment, liquid reagents, or external sources of heat. 
One or two drops of the specimen to be tested are 
dropped upon a little of the powder and a color re- 
action occurs immediately if acetone or reducing 
sugar is present. False positive reactions do not occur. 
Because of the simple technique required, error 
resulting from faulty procedure is eliminated. Both 
tests are ideally suited for office use, laboratory, bed- 
side, and “mass-testing.” Millions of individual tests 
for urine sugar were carried out in Armed Forces 
_induction and separation centers, and in Diabetes 
Detection Drives. 
The speed, accuracy and economy of Sugar Test 
(Denco) and Acetone Test (Denco) have been well 
established. Diabetics are easily taught the simple 
technique. Acetone Test (Denco) may also be used 
for the detection of blood plasma acetone. 


BIBLIOGRAPHY 


Joslin, E. P., et. al: Treatment of Diabetes Mellitus 
—8 Ed., Phila., Lea & Febiger, 1946—P.241, 247. 

Lowsley, O. S. & Kirwin, T. J.: Clinical Urology 
—Vol. 1, 2 Ed., Balt., Williams & Wilkins, 1944 
—P, 31. 

Duncan, G. G.: Diseases of Metabolism—2 Ed., 
Phila., W. B. Saunders Co., 1947—P. 735, 736, 737. 

Stanley, Phyllis: The American Journal of Medi- 
cal Technology—Vol. 6 No. 6, Nov., 1940 and 
Vol. 9, No. 1, Jan. 1943. 

Write for descriptive literature 


THE DENVER CHEMICAL MANUFACTURING CO., INC. 
Dept. 32-S, 163 Varick Street, New York 13, N. Y. 
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IN A YOUNG 


@ Photograph of patient; X-Ray 
reveals a double lateral 

scoliosis with convexity toward 
the right at the lower dorsal 
and upper lumbar region. 


Some rotation of the vertebral 

bodies, particularly in the 

upper lumbar region, is shown by the 
Roentgen Ray. The vertebral bodies and 
interspaces are of normal width. 


(b) A smooth back, allowing for reinforcement. 


-on their attachments. 


S. H. CAMP and COMPANY 


@ Same patient after application 

of Camp lumbosacral support. 

The orthopedic surgeon ordered 
reinforcement of the back of the support 
with aluminum upright (Hyb-lum) stays. 


Patient wore a Camp prenatal 
support with same type of 
reinforcement during her pregnancy 
that terminated a few weeks 
before this orthopedic fitting. 


Especial features of the lumbosacral side lacing support illustrated are as follows: 
(a) Side lacing adjustments (two in number) the lower of which gives steadiness to the pelvis. 


(c).Curving in and under the gluteal region relieves the tension of these muscles 


e JACKSON, MICHIGAN 


World’s Largest Manufacturers of Scientific Supports 
Offices at: 200 Madison Ave., New York; Merchandise Mart, Chicago; Windsor, Ont.; London, Eng. 
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a Just Ready — New 4th Edition u 
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LEVINSON and MACFATE— 


Clinical 
\— Laboratory Diagnosis 


By Samuet A. Levinson, M.S., M.D., Pu.D., Ropert P. MacFarte, Cu.E., M.S., Pu.D. 


Director of Laboratories, University of Illinois Research and Educational 

ospitals, Chicago, Illinois; Professor of Pathology, 
University of Illinois College of Medicine 
As a book of positive utility for pathologists, clinical 
pathologists, medical technologists and practicing phy- 
sicians, this work is unexcelled. For medical students, 
it will fill their immediate needs as they study basic 
sciences and prepare for clinical medicine. It brings 
together, with meticulous coordination, important data 
relative to laboratory diagnosis. Its step-by-step de- 
scription of technical procedures makes it an ideal 
text for every one in this field. Emphasis is on the 
characteristics of causative organisms and their detec- 
tion in the laboratory. 


New 4th Edition. 1146 Pages. 


Washington Square 


in inset) 
Entire remote com 


*3292 


F.0.8. CHICAGO 
(Rotating Anode 
Tube at 
additional cost) 


4635-4659 NORTH CICERO AVENUE @ CHICAGO 30, 


221 Illustrations and 13 Plates, 10 in Color. 


LEA & FEBIGER 


Chief, Bureau of Laboratories, Department of Health, City of Chicago; 
Assistant Professor of Pathology, University of Titinois 
College of Medicine 
For the new 4th edition, much of the text-matter has 
been reset, many additions have been made and some 
older material deleted. It is 175 pages larger than the 
previous edition and many new illustrations have been 
added. New methods have been included where expe- 
rience has shown them to be of value. All accepted 
measures conform to current procedures. The recom- 
mended nomenclature in hematology approved by the 
Committee of the American Medical Association and 
the American Society of Clinical Pathologists is in- 

cluded. 


117 Tables. $12.00 


Philadelphia 6, Pa. 
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better value dollar for dollar— 
plus the features that spell x-ray efficiency... 
The Mattern Royal 100 offers an unusual dollar-for-dollar value 


which is particularly remarkable in the low-cost tilt table field. 
Among its special features are: 


eCompletely automatic control (see illustration above). 


e Rotating anode tube—need not be removed when changing 
position of table. Counterbalanced 12” x 16” fluoroscopic screen 
and tube—travel in unison—raise, lower, or angle as desired. 


e Hand tilt mechanism which permits use of table in either 
orizontal or vertical plane. Tube stand mounted separately 
on tracks, allowing greatest flexibility in positioning. 


e Bucky diaphragm on full-length track beneath table. Bucky 
tray has self-centering and locking device . . . takes cassettes 
up to 17” x 17”. 


e Mattern design and engineering—resulting in simplicity of 
installation and long, trouble-free operation. Mattern equip- 
ment calls for the minimum in repair service. 

See your local Mattern dealer, 

or write direct to us for information. 


ILLINOTS 
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DOCTOR— 
ARE YOU A 
NUTRITIONIST? 


If so, you musi consider the Cereal Lactic (Improved Vitamin) 
formula as an important supplement to the infant’s diet. This 
formula has a high lactic acid content, producing 0.4 to 0.6 per 


cent acidity with a pH of approximately 4.00 when taken with 
milk. 


Lactic acid helps to form a softer, easier to digest milk curd, and 
too, lactic acid is highly efficient as a destroyer of putrefactive pro- 


teolytic bacteria found in the digestive tract of young children. 


CEREAL LACTIC 
Now in TWO FORMS Cereal Lactic (Improved Vitamin) form- 


ula—supplies lactic acid organisms, vita- 


IMPROVED VITAMIN and mins and EIGHT essential enzymes. This 

formula is indicated in GASTRO-INTES- 

ANTACID & ADSORBENT TINAL disorders when hyperacidity and 
flatulence ARE NOT symptoms. 


Cereal Lactic (Antacid and Adsorbent) 
formula PLUS an effective antacid and 
adsorbent formula. This product is indi- 
cated in GASTRIC disorders when hyper- 
acidity and flatulence ARE symptoms. 


Both products are widely prescribed by 
the Profession as an effective treatment for 
Gastro-Intestinal disorders. 


CEREAL LACTIC 


WOODWARD, 


Compan? 
"Ware cows 
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GASTRIC ULCER 


One in Ten Have— , 
Have Had or Will Have Peptic Ulcers 


ms FOR GASTRIC HYPERACIDITY 


FOR QUICK, LONGER LASTING RELIEF 


DOES NOT INDUCE ANOREXIA — CONTAINS NO SODA -— NO ALUMINUM HYDR MINUM HYDROXIDE 


PRESCRIBED BY PHYSICIANS EVERYWHERE 


NOT EXPENSIVE 


Start the Patient on 2 Level Teaspoonfuls in '/2 Glass of Water, 
Both Before and After Each Meal and at Ped-Time—Also Between 


Preferably Warm or Hot, 
Meals if Necessary. 


ALSO EXCELLENT FOR NAUSEA OF PREGNANCY 


CA-MA-SIL CO. + 700 Cathedral Street - Baltimore 1, Md. 
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Distinctive Cleansing Action 


Lavoris coagulates, detaches 


ACTIVE INGREDIENTS 
Zine Chloride - Menthol 


Formaldehyde - Saccharine 
Oil Cinnamon - Oil Cloves 
Alcohol 5% 
Tangy 


Cinnamon - Clove 


THE LAVORIS COMPANY 


and removes germ-laden de- 
bris, leaving tissues cleansed, 
refreshed and invigorated. 


MINNEAPOLIS. I, 


j 2B 
¥ 
aa 
ANP 
Meats 
or! 
| 
on WOUTHWASH and GARGLE 
= SS 


ETIOLOGY AND GENESIS OF PEPTIC ULCER—LAHRSON 
March, 1952 


Your good name, Doctor, is precious to you, as is 
ours to us. 


We at Vitaminerals bear this constantly in mind. Our 
aim always is to provide you with nutritional aids of the 
very highest quality, that will never jeopardize your good 
name, but will reflect credit upon you whenever you 
prescribe them. 


By so doing, we have also protected our own good 
name and maintained our leading position for over 20 
years in the field of mineral and vitamin therapy. 


Pt 
i 
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VTAMINERALS, INC. 
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S-T-R-E-T-C-H-I-N-G 


SPASTIC SPHINCTER MUSCLES 


OFTEN 
ALLEVIATES 
NG'S 
CONSTIPATION 


OILATORS 


4 graduated sizes— 


Tight or spastic anal sphincter muscles commonly 
cause extensive symptoms that usually respond slow- 
ly to routine treatments because the basic cause 
is not treated. 


By mechanical stimulation of too tight rectal muscles, 
ae bowel tone and proper elimination may be 
restore 


Available at ethical druggists and surgical dealers. 


Write for dispensing prices, reprints and descriptive 
literature. 


F. E. YOUNG & COMPANY 


420 E. 75th ST. CHICAGO 19, ILLINOIS 


Income Tax 

Reporting Made Easy! 

© The Daily Log for Physicians provides an 
itemized running account of your PROFES- 
SIONAL EXPENSES throughout the year. 

®@ The Daily Log provides forms for PERSONAL 
EXPENSES. There is no unscrambling of data 


at income tax reporting time. 


ONLY 
$6°° 


The DAILY LOG record book assists in practice manage- 
ment—helps you avoid tax troubles—aids in litigation. It 
enables you to keep close check on expenses, shows how 
collections are coming in, provides a clear-cut summary 
of your entire year’s business. GUARANTEED to supply 
the most efficient one-volume financial record for your 
office—or instant return of your money. 


Write for descriptive literature and 
FREE Colwell Record Supply Catalog 


COLWELL PUBLISHING COMPANY 
265 University Ave. Champaign, Illinois 


new Lorenzo 
SMO STEEL FEMORAL HEAD 


For reconstruction of the femoral head and neck of 
femur in radical treatment of severe arthritic con- 
. or where 
previous reconstruction unsatisfactory. Small, me- 
dium and large femoral heads, manipulator, as- 
sorted SMO steel bolts and subtrochanteric plates 


ditions, necrosis, or absorbed necks . . 


in varied lengths available. 


LORENZO SCREWS 


Choose either full thread or half thread as needed. 
S.M.O. stainless steel assures strength and patient 
tolerance. Wide variety of sizes to exactly suit your 
needs. Tested for 150 pounds. Reamer and wrench 
available in complete set. 3”, 314”, 3/2”, 334”, 4”, 


4\/,”, 43,” 5”. 


X-ray of reconstruction Lorenzo femoral head 
of arthritic head using assembled on bolt and 
Lorenzo Femoral Head. subtrochanteric plate. 


WRITE FOR COMPLETE DESCRIPTION AND PRICES OF THE 
FEMORAL HEAD, WRENCH, REAMER AND LORENZO SCREWS. 
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Actual photographs of patients before and after 
using RIASOL show what this effective prescription 
can do in psoriasis. In most cases clinical observa- 
tions have shown the cutaneous patches fade away 


and gradually disappear, leaving a clear skin sur- 
face. 
This big difference in therapeutic results gives 


the patient complete confidence in the doctor who 
has prescribed RIASOL. Many patients come for 
relief of psoriasis with a history of previous 
failures. 

Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. 
No bandages necessary. After one week, adjust to 
patient’s progress. 
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SEND FOR A CLINICAL PACKAGE 
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which child was given 


immune serum globulin 


to modify measles ? 


The use of Immune Serum Globulin—Cutter 
to modify measles minimizes the occurrence of 
such complications as otitis media, broncho- 
pneumonia, mastoiditis, meningitis, 
encephalitis, etc. And there is ample clinical 
evidence that a sound, natural immunity 
follows modified measles.* 


Immune Serum Globulin—Cutter is 
concentrated gamma globulin obtained from 
freshly pooled adult venous blood. Each 2 cc. 

vial contains the antibody equivalent of 40 cc. 

of normal serum, permitting adjustable low 
dosage. With this crystal-clear, hemolysis- 
free Globulin, undesirable reactions 

are not likely to occur. 


Write for comprehensive wall chart 
showing course of typical measles. 
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INTRODUCTION 


The basic research by the author on this syndrome 
was started several years ago in an effort to find a 
more accurate method of diagnosis and a more durable 
method of treatment of lumbopelvic lesions. At that 
time it was felt that the primary departure from normal 
in the production of structural spinal and extremity 
lesions in the adult would be found in this region. 
Consultation with many osteopathic physicians and 
perusal of osteopathic literature disclosed the fact that 
while there were many different methods of diagnosis 
and treatment of lumbopelvic lesioning, honest evalua- 
tion of the results seemed to indicate that in most 
instances correction was usually temporary in nature 
and that periodic recorrection was needed to maintain 
relief from symptoms. 

In this study it became apparent that the effect 
of gravitational forces on body structure through 
pelvic imbalance was one of the major factors in the 
production of osteopathic lesions. A study of the work 
of Fryette' on physiologic movements of the spine 
and that of Nelson? on the effects of gravitational 
forces on structure confirmed this finding. Because 
of the dominant use of lift therapy in pelvic imbalance 
and the short-leg problem at that time, it was felt that 
a careful evaluation of the results of lift therapy and 
its effect on osteopathic bony lesions and supportive 
structures (muscles, fascia, and ligaments) was indi- 
cated in addition to research in the diagnosis and 
treatment of lumbopelvic lesions. Therefore, a research 
project was started 4 years ago with Angus G. Cathie 
in the anatomy department of the Philadelphia College 
of Osteopathy, using students as subjects. 

Structural examinations correlating lesion patterns, 
with structural radiographic examinations when pos- 
sible, were performed. Lift therapy according to 
accepted standards and manipulative treatment were 
instituted. The importance of fascia and its changes 
due to chronic postural faults as brought forth by 
Cathie* were considered. Many factors regarding body 
balance and lift therapy were studied clinically. During 
this study it was found possible to diagnose accurately 
the different types of lower lumbar lesioning by the 
relative heights of the iliac crests in the standing, 
sitting and supine positions. From this work, an 
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article entitled “The Pronation Syndrome”™* 
sented. 

Many dissections of the lumbar spine, pelvis, and 
lower extremities showing chronic changes in the lum- 
bopelvic ligaments, lumbodorsal fascia, and fascia lata 
pointed the way to the importance of these structures 
in posturomechanics. Also, it was found that lift 
therapy, while it did give a measure of relief in many 
instances, did not prevent the recurrence of lesions. 
Rechecking of students who had worn lifts for from 
1 to 3 years brought out several points. The relief 
they obtained was in many cases temporary. 


was pre- 


The most important finding in many cases after 
the institution of lift therapy was rather severe lesion- 
ing in the dorsal and cervical areas. These lesions 
tended to become chronic in nature and increasingly 
difficult to correct. Paravertebral tissues appeared to 
develop a contracted and fibrotic nature. These changes 
occurred with the use of both minimal and maximal 
lifting. An interesting commentary in this regard was 
the report of Korr® stating that the insertion of a 
lift caused new areas of postural stress to appear. 
Because of these findings it was felt that lift therapy 
was not the answer to the problem and that the key 
to pelvic imbalance was to be found in some definite 
mechanical derangement of the complicated lumbo- 
pelvic movements that had not yet been considered. 

At this point in the investigation the writer had 
the opportunity of observing and studying the contribu- 
tions on pelvic balancing of Carl Kettler.6 This work 
of Dr. Kettler appears to have provided the key to 
a better solution of the problem of lumbopelvic pos- 
turomechanics. His work dovetailed perfectly with 
the writer’s method of diagnosis of lower lumbar 
lesioning and made it possible to consider a complete 
lumbopelvic torsion mechanism as the basis of physio- 
logic pelvic imbalance. 

APPLIED ANATOMY 

To understand the basic principles underlying 
this syndrome it is necessary that the reader have 
a full knowledge of the anatomy of the structure 
of the supportive tissues of the body and _ their 
dynamics. It would obviously be impossible to cover 
this subject in a few words and no atiempt will be 
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made to do so here. The reader is referred to the 
authoritative writings of Cathie’ for this knowledge.” 
A few salient points, however, should be given. The 
iliolumbar ligament is a very important structure in 
lumbopelvic mechanics. It is a strong, dense ligament 
attached to the transverse processes and bodies of the 
fourth and fifth lumbar vertebrae ‘from which it 
passes laterally to attach firmly to the iliac crest. A 
second part of this ligament, somewhat fan-shaped, 
passes downward into the pelvis to blend with the 
fibers of the anterior sacroiliac ligament. This is 
sometimes known as the satrolumbar ligament. The 
upper part of the iliolumbar ligament is prominent 
and to it attaches the quadratus lumborum muscle 
and the lower part of the anterior lamella of the 
lumbodorsal fascia. This ligament may be considered 
a supportive or sling ligament preventing forward 
gliding of the fifth lumbar vertebra on the sacrum. 

Another important structure concerned with luim- 
bopelvic mechanics is the iliotibial band. This band is 
a thickened lateral portion of the fascia lata. It is 
composed of parallel fibers forming a broad, glistening 
tendinous strip, attached above to the gluteus maximus 
posteriorly and the tensor fascia lata anteriorly. Below 
it inserts into the lateral tibial condyle. Together with 
these two muscles it might be considered as a Y-shaped 
structure with the muscles forming the two upper 
portions of the Y and the band forming the stem. It 
acts as a lateral stabilizer of the hip joint and pelvis. 

In any discussion of the lumbopelvic mechanics 
the psoas major muscle requires special mention. It 
arises from the lower border, anterior surface, and 
base of the lumbar transverse processes, from the 
sides of the bodies and corresponding intervertebral 
disks, and from a series of tendinous arches passing 
across the constricted portion of the bodies. From this 
extensive origin the muscle passes downward in the 
groove lying between the vertebral bodies and trans- 
verse processes. Passing into the pelvis it unites with 
the iliacus forming the iliopsoas tendon, continues 
beneath the inguinal ligament and in front of the 
capsule of the hip joint, and inserts on the lesser tro- 
chanter of the femur. Considering the iliopsoas combi- 
nation we may refer to a compound muscle that 
connects the femur to the pelvis and the lumbar spine 
to the innominate bone and femur. The actions of 
this muscle include flexion of the hip and a slight 
amount of external rotation of the thigh. It advances 
the lower extremity in walking. If it acts from below, 
it flexes the trunk on the femur, or acting unilaterally 
it produces lateroflexion of the spine. 

POSTURODYNAMICS OF THE PELVIS 

To understand clearly the changes that occur in 
the lumbopelvic torsion syndrome a review of the 
physiologic movements of the pelvis and lumbar spine 
is necessary. According to Peckham,’ “Earlier investi- 
gators described unilateral displacements of one in- 
nominate upon the sacrum. Later students began 
describing combinations of innominate lesions. Classi- 
fications were made, varied, and discarded. New 
classifications appeared and new terminology followed 
in never-ending succession. As a result of this hetero- 
geneous nomenclature, characteristic of pelvic lesions, 
technical discussions are somewhat confused. . 
Because of this confusion an attempt will be made to 
clarify the terms used in this paper. 

In the syndrome under discussion, the writer 
considers the sacrum as a continuation of the segments 
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' Fig. 1. Diagrammatic lateral view of the sacrum showing 
the L-shaped articular surface and the are of motion slightly 
posterior and inferior to the angle of the two articular limbs. 


of the spinal column resting within the innominate 
bones. The articulations on either side of the sacrum 
with the innominate bones are L-shaped, having a 
shorter upper and a longer lower limb, with the angle 
located ventrally at the level of the second sacral 
segment (Fig. 1.). In the consideration of the move- 
ments of this articulation it is well to visualize the 
sacrum in its normal position in the erect posture. In 
that position the base of the sacrum is at an angle of 
between 30 and 40 degrees from horizontal. When the 
sacrum is in this position, the upper limb of the articu- 
lation is situated in a vertical position and the lower 
limb of the articulation in a horizontal position. Ac- 
cording to Nelson,® movement of the sacrum upon the 
ilia takes place about a center which is not a point, 
but a short.are, so that with each bit of rotation the 
center changes along the path of that are. The are 
is located just slightly posterior and inferior to the 
angle of the articular surface of the sacrum. 
Flexion of the sacrum is considered by the writer 
as a downward (caudal) movement of the upper limb 
of each sacral articular surface together with a back- 
ward (posterior) movement of the lower limb of 
each sacral articular surface, with this combined move- 
ment taking place through the are described above. 
When the sacrum flexes within the innominates, the 
innominates may be considered as moving forward 
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(anteriorly ) on the lower limbs of their articular sur- 
faces and upward (cephalad) on the upper limbs of 
their articular surfaces. 

« Extension of the sacrum is considered by the 
writer as a forward (anterior) movement of the lower 
limb of each sacral articular surface together with 
an upward (cephalad) movement of the upper limb 
of each sacral articular surface, with this combined 
movement taking place through the arc described above. 
When the sacrum extends within the innominates, 
the innominates may be considered as moving down- 
ward (caudad) on the upper limbs of their articular 
surfaces and backward (posteriorly) on the lower 
limbs of their articular surfaces. 

Torsion of the sacrum within the innominate 
bones is considered by the writer as a flexion position 
of one side of the sacrum together with an extension 
position of the opposite side of the sacrum. 

These movements of the sacrum should not be 
confused with flexion, extension, tilting, or rotation 
of the pelvis as a unit on the lumbar spine. 


PHYSIOLOGIC MOVEMENTS OF SPINE 

Another subject necessary to the understanding 
of this syndrome is that of physiologic movements of 
the spine as brought forth by Fryette.1 These may 
be stated briefly as follows: 

Extension of a given area of the spine is a de- 
crease in the concavity of the normal anteroposterior 
curve of that area. 

Flexion of a given area of the spine is defined 
as an increase in the concavity of the normal antero- 
posterior curve of that area. 

Considering the above, two laws of physiologic 
movement may be described : 

First Law: If any given area of the spine is in 
easy normal position (that range of motion between 
the position where definite limitation of the facets 
is found in extension and that position where definite 
limitation of motion of the facets is found in marked 
flexion) and lateroflexion occurs to one side, the bodies 
of the vertebrae are forced to rotate to the opposite 
side into the formed convexity. 

Second Law: If any given area of the spine is 
in extension (or marked flexion) at the time lateral 
flexion occurs, the lateral flexion must be preceded 
by rotation of the body of the vertebra in the same 
direction as that in which the lateral flexion was 
introduced. The body of the vertebra thus rotates 
into the formed concavity. 

Using these laws of physiological motion, the 
effect of gravity on the spinal column is more easily 


Fig. 2. Diagrammatic posterior view of the lumbar spine 
and pelvis showing a left torsion syndrome with the fourth 
and fifth lumbar vertebrae in right rotation and right latero- 
flexion following the second law of physiologic motion. 
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understood. According to Nelson,’ the relationships 
of bony structures are controlled by the soft tissues 
attached thereto. The maintenance of tensions, for 
instance in sacral imbalance, about a center or midline 
must involve leverages comprised of bending moments 
introduced by deviations of the center of gravity from 
the optimal midline to which deviations the structure 
reacts according the laws of physiologic motion. Thus 
in the formation of convexities involving lateral flexion 
and rotation, there is ligamentous and fascial tension 
distortion produced and maintained by the necessity 
to balance exactly the gravitational bending moment. 
The writer urges the reader to study the work of 
Nelson in this connection. 


MECHANICS OF LUMBOPELVIC TORSION SYNDROME 

With the knowledge of these essential facts it 
will now be possible to understand the mechanism 
producing lumbopelvic torsion. Because of postural 
shifts and the pull of gravity acting on lever arms 
with greater force than the resistance of the body can 
endure (chronic postural trauma) or to definite acute 
trauma, the sacrum may move to an abnormal position 
with respect to the ilia. Taking the left side as an 
example : 

The sacrum moves downward and backward on 
the left within the innominates. The left innominate 
moves forward and upward. Understanding the two 
types of physiologic response to this change in the 
sacral base, it can be seen that the lumbar spine may 
follow either of two laws depending on whether the 
lumbosacral articulation is in the easy normal position 
or extreme flexion. If the lumbosacral angle is in- 
creased to the point of producing tension on the ilio- 
lumbar ligament, the pull of this ligament on the 
fifth lumbar and fourth lumbar vertebrae will cause 
them to move with the left innominate bone upward 
and forward on the left. In other words the fifth 
and fourth lumbar vertebrae will follow the second 
law of physiologic motion and will be rotated and 
lateroflexed to the right. However, above this level 
the remaining lumbar vertebrae will usually be in 
easy normal position and will be able to follow the 
first law by being lateroflexed to the right and rotated 
to the left (Fig. 2). 

If the lumbosacral angle is within an easy normal 
without tension on the iliolumbar ligament the fifth 
iumbar vertebra will be able to follow the first law 
of physiological motion and will be lateroflexed to the 
right and rotated to the left. The remainder of the 
lumbar spine will follow the same pattern and _ will 
show convexity to the left (Fig. 3). 


Fig. 3. Diagrammatic posterior view of the lumbar spine 
and pelvis showing a left torsion syndrome with the lumbar 
vertebrae in right lateroflexion and left rotation following 
the first law of physiologic motion. 
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Because the pelvis is the major crossroad in body 
balance, the articular compressions and tensions pro- 
duced by this torsion together with the altered tensions 
on all supportive structures (muscles, fasciae, and 
ligaments) cause a total body imbalance, affecting 
the whole body mechanism from feet to cranium in 
a quite definite pattern. In some as yet unexplained 
pathophysiology, analogous to Chapman’s and Fitz- 
gerald’s reflexes, certain definite points of tenderness 
may be found on the side of involvement, which 
disappear after osteopathic manipulative correction. 
General fascial and muscular tension is also found 
on the side of the involvement. Ordinary correction 
of the individual bony lesions does not appear to 
release the total pathomechanics of this syndrome, 
particularly in the soft tissue structures. Only by 
correction of the articular compressions and tensions 
together with removal of soft tissue tensions by an 
all-inclusive manipulative procedure can total correc- 
tion be obtained. By the use of this technic all factors 
are corrected at the same time and the total structure 
appears to be balanced physiologically. 


PHYSIOLOGIC BALANCE ys. STRUCTURAL PERFECTION 


The term physiologic balance needs explanation 
here. By saying that the lumbopelvic area (innomi- 
nates, sacrum, and lumbar spine) are physiologically 
balanced it does not necessarily follow that the sacral 
base is found to be absolutely level by using the 
standards of measurement available by erect lumbo- 
pelvic x-ray studies. It also does not mean that the 
lumbar spine is necessarily in an absolute mid-line 
position. By the time an individual reaches adulthood 
certain asymmetries of structure are invariably found. 
These divergences from an absolute normal may be 
considered as having occurred in two different basic 
ways. The first includes congenital or inherited aberra- 
tions, changes due to altered metabolism or pathological 
conditions, and changes caused by intrauterine stress 
or the trauma of birth. The second cause of altered 
structure may be considered as being superimposed 
on the first. 

These changes are brought about by contact with 
the environment. This is where the gravitational forces 
acting on the upright structure have their greatest 
effect in altering the symmetry of structure, particu- 
larly in the period from birth to maturity. That an 
individual will reach adulthood with absolutely normal 
symmetrical structure is highly improbable. That is 
why Cathie, after years of dissection, uses the term 
“average” instead of “normal” in descriptive anatomy. 

Each individual’s structure, by maturity, has de- 
veloped a definite pattern of asymmetry that must be 
considered as his normal. This, of necessity, brings 
up the subject of short leg and the use of lift therapy. 
The writer feels that it is necessary to have a clear 
concept of this subject before complete understanding 
of the lumbopelvic torsion syndrome can be reached. 

It was shown by Garson’® that measurements of 
seventy skeletons demonstrated symmetry in only 10 
per cent, a finding which has been confirmed by 
many investigators. Certainly the existence of the 
short leg cannot be denied. I feel that it should, 
however, be placed in its proper position with regard 
to therapy. Several causes of short leg have been 
given. For the purpose here it is sufficient to divide 
them into two groups: (1) congenital or developmental 
and (2) acquired. 
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In consideration of the first group it should be 
realized that if an individual has a congenitally short 
leg, or if there is asymmetry of the two limbs due to 
difference in rate of growth, a structural imbalance. 
is present and structure above this area must adapt 
itself to the imbalance in order to function to the 
best of its ability. The structures of the body can do 
this quite readily during development. Because of 
the adaptation of structure it is felt that although 
there is structural asymmetry or imbalance, a func- 
tional or physiologic balance is accomplished. 

If a short leg is acquired suddenly, as in fracture 
with shortening, quick adaptation is needed, and this 
the body cannot accomplish. Hiss™ says that severe 
stress and pain result when a certain mechanical 
injury or an overwhelming pathologic process comes 
on so suddenly that the protective powers of the body 
do not have time to adjust to the change. Thus with 
the suddenly acquired short leg, the structural forma- 
tion of the joints cannot suddenly change and physio- 
logic imbalance is present. This is the type of short 
leg requiring lift therapy. 

To consider the first type further, if it can be 
assumed that structural pelvic unleveling and altered 
structural formation of the zygapophysial joints are 
the adaptation of the body to unequal leg length, it 
must be assumed that these joints are in their best 
position for function in the particular individual. 
Nelson® says that when one joint has traversed any 
portion of the normal range of one or more of its 
physiologic movements, other physiologic movement 
is restricted, and the joint so conditioned that if it is 
forced to make a second movement, trauma and lesion- 
ing occur with less stress than if the area were free 
to accommodate to the force. It is granted that the 
gravitational effect on this unleveling will accumulate 
at the points of greatest bending moment and _ will 
eventually cause degenerative changes at these points 
with gradual acquisition of “facilitated segments.” 

However, placing a lift under the short leg will 
suddenly alter the relationship of the asymmetrically 
formed joints and articular tension and compression 
will be produced. These joints will not then be in 
physiologic balance, and will be more liable to lesion- 
ing due to mild force. The writer believes that this 
will cause more pathologic change than the normal 
force of gravity on the developmentally unleveled 
structure and that lift therapy under these circum- 
stances is not good therapy, except in marked cases, 
where it is felt that minimal lifting can be absorbed 
by the pelvis and spine without upsetting physiologic 
balance. 

Unleveling of the sacral base due to the lumbo- 
pelvic torsion syndrome produces a disruption of 
physiologic balance. This places all of the joints above 
and below this level in the position of having traversed 
a portion of the normal range of one or more physio- 
logic movements, so it is easy to see that they are 
unbalanced physiologically and therefore under stress. 
Under these conditions, lift therapy can cause even 
more unbalancing physiologically causing the produc- 
tion of facilitated segments throughout the spine. Cor- 
rections of lesions caused by this imbalance will not 
be in any sense permanent but will be of the “aspirin 
tablet” variety. 

DYNAMIC POSTURAL CHANGES 

Knowing the positional changes occurring in the 

lumbopelvic torsion syndrome, the dynamic postural 
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changes can readily be seen. The length of stride in 
walking should be equal bilaterally. The forward 
movement of the pelvis should be equal on each side. 
The pelvic tilt should be equal bilaterally. The position 
of each limb as to rotation should be equal. The 
weight of the trunk above the pelvis should be equally 
distributed as to lateral balance so that during each 
stride the lumbar spine will become convex on the 
side opposite the supporting limb and equally convex 
to the opposite side when the moving limb becomes 
the supporting limb. The shoulders remain at approxi- 
mately the same level in the vertical plane. All these 
movements should be smoothly executed with the 
upper trunk, shoulders, and head riding on “even keel” 
in spite of the alternate tilting of the pelvis and 
lumbar spine. 

If a torsion syndrome is present on the left, the 
left ilium is forward and upward in relation to the 
right, and the anterior superior iliac spine will appear 
ventral. Because of the depression of the sacrum on 
the left, however, the left side of the pelvis will 
appear depressed or caudad. There will be a shift of 
the pelvis toward the right, causing the greater tro- 
chanter of the right femur to appear prominent. The 
downward tilting of the pelvis on the left causes the 
left thigh to assume a position of abduction and the 
right thigh one of adduction in relation to their re- 
spective hip joints. The left thigh becomes internally 
rotated throwing articular tension on the inner aspect 
of the left knee and ankle. The left foot to counteract 
this force becomes everted, with the forepart rotating 
outward in relation to the backpart. This causes 
downward and inward rotation of the left cuboid bone, 
an inward and downward rotation of the head of the 
talus, and medial rotation of the left fibula causing 
the head of the fibula to assume a posterior position. 
The lumbar spine becomes convex to the left because 
of the depression of the sacral base on that side. 

When the individual with this syndrome walks, 
the left stride will be shorter than the right. The left 
side of the pelvis will appear to be thrusting forward 
more prominently than the right. Body weight will 
appear to be thrust more severely on the left foot 
than the right. As the weight is placed on the left 
foot it will appear to be placed on a rigid mechanism, 
while on the right side it will appear to be placed on 
a flexible mechanism. There will be a distinct list of 
the lower trunk toward the right and of the upper 
trunk toward the left when the weight is thrown on 
the left lower limb. In severe cases, the movement 
of the body forward in walking will give the appear- 
ance of a “step and a half” rather than two equal 
strides. With each thrust of body weight on the left 
lower extremity a sudden pull or stress is placed on 
the left iliotibial band (the lateral stabilizer of the 
hip), on the adductor group of the left thigh, and on 
the left psoas major, quadratus lumborum, and erector 
spinae group of muscles. This constant stress causes 
chronic inflammatory changes in these tissues. 

X-RAY CONFIRMATION 


A review of 200 erect x-ray studies of the lumbar 
spine and pelvis by the writer disclosed that in cases 
of torsion the lateral margin of the psoas major ap- 
peared straightened and of greater density on the 
side of torsion, indicating the tension or stress placed 
on this muscle. It was also noted that the distance 
from a line extended from the base of the sacrum 
laterally, to the crest of the ilium on the side involved 
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was greater than a similar line on the opposite side, 
even though in the over-all view the crest on the 
involved side was usually more caudally placed than 
its fellow on the opposite side. This shows the down- 
ward and backward movement of the sacrum and 
forward and upward movement of the innominate on 
the involved side. 
PALPATORY FINDINGS 

Palpatory findings will vary according to the side 
involved and also according to the type of lesioning 
produced at the lower lumbar area. The findings listed 
below will be quite consistent with the possible excep- 
tion of individual variations due to anomalous develop- 
ment, or in complicated torsion mechanisms where 
there may be superimposition of one torsion on another. 

Taking a left torsion syndrome as an example: 

A. When the Lower Lumbar Vertebrae Follow 
the First Law of Physiologic Motion and Lateroflex 
to the Right and Rotate to the Left (Fig. 3).— 

1. In the standing position : 

a. The right iliac crest will be cephalad due to 
depression of the sacral base on the left, and elevation 
of the sacral base on the right. 

b. The left anterior superior iliac spine will be 
slightly ventral due to the forward and upward rota- 
tion of the left innominate bone. 

2. In the sitting position: 

a. The right iliac crest will be cephalad due to 
depression of the sacral base on the left and elevation 
of the sacral base on the right. 

b. The left anterior superior iliac spine will be 
slightly ventral due to the upward and forward rota- 
tion of the left innominate bone. 

c. A point of tenderness will be found on the 
crest of the left ilium at the origin of the lateral 
margin of the iliocostalis lumborum muscle. 

3. In the supine position : 

a. The left iliac crest will be cephalad. This re- 
versal in position of the crests from that of the sitting 
and standing positions is due to the fact that super- 
imposed gravitational force has been removed, releas- 
ing the tension on the psoas major and quadratus 
lumborum muscles so the true position of the left 
iliac crest in relation to the sacrum is seen. 

b. The left leg will appear shorter than the right. 

c. The left iliotibial band will be tender on palpa- 
tion and appear tense. 

d. Fullness will be found posterior to the left 
transverse process of the fifth lumbar vertebra due 
to the left rotation. 

e. Reflex points (points of tenderness similar to 
Chapman reflexes) : 

(1) Plantar surface of left foot under cuboid 

(2) Posterior aspect head of left fibula 

(3) Various points along the left iliotibial band 

(4) Abdominal wall, just medial to the left 
anterior superior iliac spine at the upper margin of 
the inguinal ligament 

(5) Medial margin of the left deltoid 

(6) Inferior surface of the occiput on the left 
near the mid-line. 

B. IWhen the Lower Lumbar Vertebrae Follow 
the Second Law of Physiologic Motion and Rotate to 
the Right and Lateroflex to the Right (Fig. 2).— 

1. In the standing position: 

a. The right iliac crest will be cephalad because 
of depression of the sacral base on the left. 
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b. The left anterior superior iliac spine will be 
considerably more ventral because of the upward and 
forward rotation of the left innominate bone and the 
right rotation of the lower lumbar vertebrae. 

2. In the sitting position: 

a. The left iliac crest will be cephalad because 
of the right sidebending of the fifth and fourth lum- 
bar vertebrae. 

b. The left anterior superior iliac spine will be 
considerably more ventral because of the upward and 
forward rotation of the left innominate bone and the 
right rotation of the lower lumbar vertebrae. 

c. A point of tenderness will be found on the 
left iliac crest at the origin of the iliocostalis lum- 
borum. 

3. In the supine position: 

a. The right iliac crest will be cephalad because 
the relative fixation of the type IT right rotation lesions 
of the lower lumbar spine does not allow the release 
of the quadratus lumborum and psoas major muscles. 

b. The left leg will appear shorter than the right. 

c. The left iliotibial band will be tender on pal- 
pation and appear tense. 

d. Fullness will be found posterior to the right 
transverse process of the fifth lumbar vertebra _be- 
cause of its right rotation. 

e. Reflex points :— 

(1) Plantar surface of left foot under the 
cuboid bone 

(2) Posterior aspect head of left fibula 

(3) Various points along the left iliotibial band 

(4+) Abdominal wall, just medial to the left 
anterior superior iliac spine at the upper margin of 
the inguinal ligament 

(5) Medial margin of the left deltoid 

(6) Inferior surface of the occiput on the left 
near the mid-line. 

The above palpatory findings together with ob- 
servation of the dynamic posture in walking will give 
the points necessary for accurate diagnosis of this 
syndrome both as to the type of sacral torsion and 
lower lumbar lesioning. 

TREATMENT 

One of the aims of the Academy of Applied 
Osteopathy is that its members shall not permit osteo- 
pathic manipulative procedures to degenerate into the 
copying of a series of manipulations but shall under- 
stand the underlying principles and mechanisms of 
each technic employed. It has been said that there is 
always more than one way to correct a lesion. This 
is generally true in the case of individual lesions. It 
might be assumed then that the correction of the indi- 
vidual bony lesions present in this syndrome by any 
method that could be successfully employed by the 
individual physician would result in the correction of 
the lumbopelvic torsion syndrome. Unfortunately, this 
is not true. Definite relief of symptoms can be ob- 
tained by this method, of course, but relief in most 
cases is temporary and complete correction of the many 
parts of the syndrome is not accomplished. Because 
the lumbopelvic torsion mechanism affects total body 
balance with fascial and muscular tension and shorten- 
ing on the side of involvement, unless this tension is 
released at the same time that lumbopelvic realignment 
is accomplished, total correction and physiologic bal- 
ance will not be achieved. 
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The most important bony factors to be considered 

in the correction of this syndrome are the sacrum and 
lower lumbar vertebrae. It is necessary to reposition 
the sacrum within the innominates before correction 
can be achieved. Because of its deeply placed position 
between the innominates, and also because of the soft 
tissue tensions present, it appears impossible by using 
standard technics applying forces directly to the in- 
nominates and sacrum to reposition the sacrum cor- 
rectly bringing it up and forward within the innomi- 
nates on the side of the lesioning. It is necessary to 
use forces directed through soft tissue attachments to 
the sacrum and lower lumbar vertebrae while at the 
same time counterforces are used directly on the 
innominates. The most important of these soft tissues 
are the iliolumbar and lumbosacral ligaments in relation 
to the lower lumbar vertebrae and the sacrotuberous 
ligament and erector spinae group of muscles through 
its strong aponeurotic attachment to the sacrum. The 
use of leverage of muscles and fascia of the thigh on 
the innominate bone is also involved. 

It must be realized that the technical procedure 
for correction of this syndrome is of necessity a com- 
plicated one requiring thorough knowledge of the 
primary mechanism and skillful control of forces dur- 
ing correction. It is not, therefore, deemed advisable 
to attempt a written description of technic at this time. 

Kettler® has developed a special technic for the 
correction of this syndrome termed the “encircling 
releasing technic.” In his hands, and in the hands of 
those of us who have been able to master it, the technic 
is very effective. With the use of this technic the 
sacral torsion is corrected, lumbar realignment is 
accomplished, and fascial, ligamentous and muscular 
tensions are normalized so that when the patient again 
assumes the upright position all factors are realigned 
and true physiologic balance of the pelvis and spine 
is achieved. 

The writer is cognizant of the fact that while in 
his hands this technic has proved very effective, em- 
ployment in its present form has been questioned by 
many. Because of this, it is the sincere hope of the 
writer that his presentation of the principles under- 
lying this syndrome may help not only to clarify the 
syndrome itself but also the approach to treatment. 

CONCLUSIONS 

An attempt has been made to present for con- 
sideration a concept of altered lumbopelvic posturo- 
mechanics together with its diagnosis and a discussion 
of its treatment. In the final consideration of this 
syndrome, emphasis must be placed on complete knowl- 
edge of the anatomic and physiologic factors involved, 
comprehensive diagnosis, and careful control of these 
factors by the physician during correction. The writer 
sincerely believes the osteopathic manipulative correc- 
tion of this syndrome to be a more physiologic ap- 
proach than lift therapy in the treatment of the 
so-called pelvic tilt and short leg. Patient response 
both subjectively and objectively following use of this 
type of therapy supports this belief. A more complete 
release of soft tissue tension throughout the body is 
noted and this change appears much more lasting than 
with any form of therapy previously attempted. 
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Clinical Experience with Physostigmine in the Treatment of Arthritis 
and Allied Diseases 


HAROLD E. CLYBOURNE, D.O., F.A.C.O.S. 


Columbus, Ohio 


The problem of the treatment of arthritis and 
allied diseases has become one of increasing importance 
at Doctors Hospital. Staff members are encountering 
and recognizing more and more of these cases and 
are hospitalizing them for evaluation and for aid in 
the outlining of necessary treatment. Since osteopathic 
physicians are apt to encounter prearthritic conditions 
and to recognize the need for thorough diagnosis and 
immediate treatment, osteopathic hospitals have a 
unique opportunity to benefit these patients. If patients 
are subjected to all known medicaments on an empiric 
basis, they are likely to develop advanced arthritic 
conditions before a correct diagnosis is made; by that 
time it is often too late for effective therapy. 

It is estimated that approximately seven and a 
half million people in the United States are suffering 
with some form of chronic rheumatic disease so one 
can readily understand the resulting problem if all of 
these cases were presented for diagnostic service in 
hospitals over the country. At Doctors Hospital, the 
departments of internal medicine and orthopedic sur- 
gery have combined their efforts in working out this 
problem. In their records they have used the classi- 
fication of diseases of joints and related structures as 
set up by the American Rheumatism Association." 

After a large number of records had been re- 
viewed, it was decided that cases of fibrositis and 
arthritis due to trauma would constitute the first series 
for study. 

Collins? has defined fibrositis as an acute, sub- 
acute, or chronic painful state of muscles, subcutaneous 
tissues, ligaments, tendons, or fasciae arising inde- 
pendently of gross anatomic disease, from which pain 
might be referred according to segmental distribution. 
Classified according to location, fibrositis has been 
separated into intramuscular (myositis), periarticular 
(involvement of the joint capsule), tendinous or 
fascial (involvement of the fibrous sheath of the ten- 
dons), bursal (bursitis), perineural (involvement of 
the large nerves such as the sciatic), and pannicular 
(fibrositis of the subcutaneous tissues). 

Because of dissatisfaction with the results ob- 
tained by the accepted treatment of gold therapy, 
heavy vitamin D, vaccines, etc., the decision was made 
to treat a series of cases with physostigmine and 
atropine, following the outline of Cohen, Trommer, 
and Goldman.* This treatment was used with the 
following objectives in mind: prevention of deformi- 
ties, lessening the severity of the existing deformities, 
simplification of the drug therapy, reduction of cost, 
and the relief of pain. In view of its reported value*® 
in muscular dystrophy, primary fibrositis, and Du- 


puytren’s contracture, vitamin E was added to this 
therapy. 

Medication was used in conjunction with manipu- 
lation under anesthesia, followed by bilateral Buck’s 
extension, osteopathic manipulative treatment, short 
wave diathermy, and rest. A large proportion of pa- 
tients noticed relief from the intensity of the pain 
within a short time following injection of the medica- 
tions. However, they all objected to the multiplicity 
of the injections. This was simplified through the 
cooperation of the Columbus Pharmacal Company 
which made available for clinical use a combination 
in a single dosage form of the medication in an oil 
base. This product (Artho-E) was used in 2,670 
injections covering approximately 200 cases, with 
improved results. However, we found that the atropine 
sulfate brought on the well-known atropine reaction 
in a small percentage of patients while in others an 
oil reaction occurred at the site of injection. 

These findings were reported to the Columbus 
Pharmacal Company. Homatropine methylbromide 
was then substituted for atropine, and an aqueous 
vehicle developed in place of the oil medium. Since 
the development of this new formula (Artho-E 
Aqueous), 1,250 injections have been used by us on 
a clinical basis. To our knowledge this is the first 
report of its clinical use appearing in the literature. 
In this series side effects have been reduced to a 
minimum although there are still occasional cases in 
which tissue reaction develops to a minor degree. 
This has been reduced by altering areas of injection 
so that one is not given near a previous site oftener 
than every 10 days. 

PHARMACOLOGIC BASIS 

The theory of the transmission of nerve impulses 
most widely accepted and supported by experiment is 
that proposed by Dale*® in 1935. This theory is based 
on the premise that the transmission of an impulse 
depends on the instantaneous formation of acetyl- 
choline at the synapse or myoneural junction. This 
action is limited by the rapid destruction af acetylcho- 
line through the enzyme cholinesterase. Under certain 
conditions, however, where muscles are feeble, motion- 
less, atonic, or in spasm the reduction of this chemical 
resistance by cholinesterase is of decided value. If 
the action of cholinesterase is inhibited, acetylcholine 
accumulates thus allowing the impulse to travel 
smoothly from nerve to muscle with greater magni- 
tude and duration and often producing relaxation of 
spasm, relief from pain, increase in strength, and im- 
provement in muscular coordination. 
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Certain parasympathomimetic drugs are capable 
of inhibiting the action of cholinesterase and have 
proved immeasurably valuable in the conditions men- 
tioned above. The most desirable of these is phy- 
sostigmine. Although the pharmacologic action of 
physostigmine on skeletal muscle is not clear, Stahmer* 
postulated that it in some way breaks the reflex 
are set off by pain and blocks the return of the motor 
component of the reflex impulse. Physostigmine, 
however, not only acts on skeletal muscle (nicotinic 
action) but on smooth and secretory muscle as well 
(muscarinic action). Since the latter action is un- 
wanted and even dangerous in the treatment of skeletal 
muscle dysfunction, steps must be taken to nullify it. 

Until recently atropine was the drug employed 
as the physiologic antagonist to the parasympathetic 
action of physostigmine on smooth and glandular 
muscle. Although it completely nullifies this action, 
atropine itself produces certain side effects among 
which are visual disturbances, dryness of the throat, 
and a high incidence of sensitivity which asserts itself 
by a stimulation of the central nervous system and 
often in the form of a scarlatiniform rash. 

By replacing atropine in the  physostigmine- 
atropine combination with its therapeutic equivalent 
of homatropine methylbromide, a clear-cut skeletal 
muscle response is obtained without the complexity 
of side effects and central stimulation. Clinically, 
homatropine methylbromide is about one half as active 
and one fifty-fourth as toxic as atropine. 


The addition of vitamin E to the physostigmine- 
homatropine methylbromide combination has a sound 
pharmacologic basis. In spastic muscular conditions 
certain underlying nutritional and metabolic require- 
ments must be supplied as well as spasm relief. It 
has been proposed that vitamin FE acts as a brake on 
the increased respiration of the oxidative mechanisms 
of skeletal muscle. Bicknell* and Stone® have reported 
success with its use in human muscular dystrophies, 
and Steinberg’ obtained marked improvement in 90 
per cent of his patients with primary fibrositis follow- 
ing the administration of vitamin F. 


METHOD OF TREATMENT 


Our method of treatment as outlined to the 
referring physicians is as follows: All sources of 
infection are eliminated. The patient is then given 
osteopathic manipulative treatment followed by short 
wave diathermy. Artho-E Aqueous, 1 cc., is given 
intramuscularly every third day in alternating gluteal 
areas. The patient is warned against fatigue and 
exposure. We have found that in most cases the 
results of this treatment are relief from pain and 
spasm, improvement in joint mobility, prevention or 
reduction of deformity, and a return of euphoria. 


CASE REPORTS 


Case 1. D. E. D., aged 18, was admitted with 
acute, sharp pain at the lumbosacral junction. Onset 
was sudden when patient flexed his low back while 
in a sitting position. He developed severe spasms bi- 
laterally in the lumbar spinal muscle mass. On ad- 
mission he was placed on a hard bed and bilateral 
Buck’s extension was applied. Artho-E Aqueous, 1 
cc., Was given intramuscularly with codeine, 1 grain, 
intramuscularly. Sedimentation rate was slightly ele- 
vated and all other tests were negative. As spasms 
subsided osteopathic manipulative treatment followed 
by short wave diathermy was given daily in addition 
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to 1 cc. of Artho-E Aqueous. The patient responded 
satisfactorily and was discharged symptom free 1 
week later. 

Case 2. J. M. W., white female, aged 15, was 
admitted to the hospital with a diagnosis of toxic 
lumbar myositis of 2 years’ duration. A submucous 
resection with ethmoid eradication was done and 4 
days later the patient was given a low-back manipula- 
tive treatment under intravenous anesthesia, and bi- 
lateral Buck’s extension was applied. 
Aqueous, 1 cc., intramuscularly each day, and osteo- 
pathic manipulative treatment were used during the 
hospital stay. She was discharged 5 days later free 
of pain. 

Case 3. H. J. McC., white male, aged 42, was 
admitted with the chief complaint of a constant dull 
ache at the level of the twelfth dorsal vertebra on 
the left with radiation to the left gluteal area. Its 
sudden onset 1 month previously followed strain while 
lifting. Sedimentation rate was 17 mm. in 60 min- 
utes. X-ray examination showed lumbosacral arth- 
rodial arthritic changes. All other tests were negative. 
Orthopedic examination indicated lumbar myositis with 
lumbosacral arthritis. The patient was placed on a 
hard bed in bilateral Buck’s extension and given 1 
ce. of Artho-E Aqueous intramuscularly and Artho- 
Sterone,’® 0.2 ce., intramuscularly each day, light 
osteopathic manipulative treatment, and short wave 
diathermy. He was ambulatory the ninth hospital day, 
pain free, and was discharged to the care of his family 
physician. 

Case 4. J. J. D., white male, aged 36, was admitted 
with a history of pain and dull ache in the lumbo- 
sacral area with radiation of pain through both gluteal 
areas and down the posterior aspect of both thighs. 
Onset was sudden after a twisting strain while pushing 
a refrigerator up an incline. A complete orthopedic 
examination was done along with anteroposterior, 
lateral, and oblique lumbar spinal x-rays and sinus 
x-rays. All laboratory tests were within normal limits, 
with the exception of the leukocyte count which was 
13,600, with no shift of cells and no evidence of 
nerve root irritation. The diagnosis was traumatic 
lumbar myositis aggravated by focal infection. The 
patient was placed in bilateral Buck’s extension on a 
hard bed. No medication with the exception of opiates 
was used for 3 days. As there was no relief from 
pain, daily intramuscular injections of Artho-F 
Aqueous, 1 ce., and Artho-Sterone, 2 cc., were started. 
The patient noticed gradual improvement, and 4 days 
later osteopathic manipulation followed by short wave 
diathermy was started. Bedside treatment for his 
sinus infection was also given. He was returned to 
the care of his family physician 12 days after admis- 
sion with no complaints but with instructions for 
therapy of his sinus infection. 

Case 5.: E. M., white female, aged 81, was ambu- 
latory when she entered the hospital, but complained 
of generalized arthritis. Examination showed her to 
have a generalized arthritis and arteriosclerotic heart 
disease. 

She was placed on a hard bed, given hematinics, 
Artho-E Aqueous, short wave diathermy, and light 
osteopathic manipulative treatment. She showed im- 
provement from the first but was placed on Lipo- 
Adrenal-Cortex on the ninth hospital day and was 
discharged on the tenth day very much improved. 
Subsequent reports from her family indicate that she 
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is doing well; the symptoms have subsided and the 
arthritis is stationary. 
SUMMARY AND CONCLUSIONS 

Physostigmine therapy in conjunction with osteo- 
pathic manipulation has been employed in several hun- 
dred cases of arthritis and related disorders with 
gratifying results. 
Intramuscular injection of physostigmine salicyl- 
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ate, homatropine methylbromide, and Vitamin E in 
aqueous suspension, Artho-E Aqueous, was found to 
be the therapy of choice. Notable among the effects 
were rapid relief of pain, reduction in spasm and 
deformity, increased joint mobility, and a return of 
euphoria. 
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Pediatric Anesthesia* 


MAHLON L. PONITZ, D.O. 


“The patient is not breathing, doctor. You will 
have to stop the operation until respirations are estab- 
lished again.” 

Such was my introduction over a year ago to 
an Operating room at an outlying hospital where I 
had been called for an emergency. The intern was ad- 
ministering anesthesia to a child for a tonsillectomy. 
As frequently happens with an insufflation technic, 
the airway had become obliterated by the patient’s 
tongue, the operator’s fingers and instruments, and 
by poor retraction. Color gradually became poorer 
and cyanosis progressed rapidly to a point of alarm 
for both the anesthetist and the surgeon. Surgery was 
immediately interrupted and the various resuscitory 
methods were directed toward establishing free res- 
pirations with consequent improvement in color and 
general condition of the patient. 

So often is heard the exclamation, “The patient 
is not breathing, doctor!” when operating on children 
that I believe a discussion of some of the salient con- 
siderations governing the administration of anesthesia 
to them is very much in order. 

Pediatric anesthesia is no longer synonymous 
with ether by the open drop method. There are few 
anesthetic agents and technics that are not applicable 
to the child as well as the adult, providing certain 
important modifications are remembered. The margin 
of safety with the various teclinics is considerably less 
in infants and children than in adults but competent 
anesthesiologists may safely use the more complicated 
technics if the basic fundamentals of good anesthesia 
are followed. 


PREOPERATIVE PREPARATION 

A surgical procedure is a great event in the life 
of adult and child alike. The proper psychologic 
handling of the entire hospital experience of children 
should be under the guidance of the parents and the 
attending physician. This need is further met by the 
doctors and the hospital personnel. It is said that a 
“kind answer turneth away wrath,” and this applies 
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nowhere to a greater extent than it does with children. 
The physician must be understanding, sympathetic, 
and generous with his time and explanations to these 
little folks. Preanesthetic medication really begins in 
the attending physician’s office and in the home. The 
young child is concerned with the thought of separa- 
tion from the parents; the older child is mainly con- 
cerned with the possibility of pain. Tell the children 
the truth. Answer their questions in a straightforward 
manner. Never lure a child to a hospital under false 
pretenses. 

Pharmacologic aspects of preparation must not 
be neglected. Various drugs are used to suppress 
secretory activity, diminish reflex excitability, and 
alleviate apprehension. Anesthetic management must 
be individualized in accordance with complicating con- 
ditions. Leigh and Belton’? recommend elaborate dos- 
age schedules for the various drugs. A safe but 
simple schedule that may be followed is: Delvinal 
sodium, 34 grain rectally, and atropine or scopolamine, 
1/400 grain, if the child is under 50 pounds in weight 
and 1 year of age or older. For children weighing 
over 50 pounds Delvinal sodium, 14% grams orally, and 
atropine or scopolamine, 1/200 grain is used. As chil- 
dren approach the age, weight, and mentality of young 
adults, an opiate may be used effectively in small 
dosages. 

Various drugs, especially paraldehyde, Avertin, 
and the barbiturates, have been used rectally as a 
basal anesthesia. This technic effectively abolishes 
psychic trauma and should be used more widely than 
it is. Basal narcosis is objected to chiefly because the 
anesthetic agent must be administered by the anes- 
thetist personally and he must remain in constant at- 
tendance at the patient's bedside with resulting dis- 
ruption of a busy operating room schedule. 

The anesthesiologist has an excellent opportunity 
to aid in the psychologic build up of young patients. 
By sitting down and talking to the child in terms that 
he understands and about things that interest children, 
he can thereby gain his confidence. He should explain 
the anesthetic procedure that will be used. When the 
operation begins soothing “vocal anesthesia’ can lead 


Fig. 1 Fig. 2 


Fig. 1. 


Simple equipment necessary for endotracheal tonsillectomy. Fig. 2. 
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Fig. 3 
The mandible is grasped with the right hand 


and the thumb is inserted along the molars depressing and extending the jaw; the tongue is immobilized and held out of the 
way. Fig. 3. The laryngoscope is held in the left hand and passed over the tongue to the posterior portion of the oropharynx. 


to the unhurried induction of more general anesthesia 
which is continued until the child is fully asleep. 

The anesthesiologist should have available a com- 
plete history and the findings of the physical exami- 
nation to insure the safe conduct of anesthesia. Also, 
laboratory tests should be done on all patients. The 
newborn infant has a high hemoglobin level which 
drops rapidly during the first week of life. The normal 
for children is about 12.5 grams per 100 cc. of blood. 
Extremely low levels of hemoglobin are encountered 
in cases of nutritional anemia. Low hemoglobin does 
not necessarily contraindicate the use of anesthesia 
in the infant; fortunately, the very rapid circulation 


time in infants helps to overcome this deficiency of 


oxygen-carrying capacity. However, the hemoglobin 
content of the blood should be known before com- 
mencing anesthesia. It enables the anesthesiologist to 
interpret cyanosis. The infant with 12 grams of 
hemoglobin per 100 cc. of blood can easily have 4 
grams of reduced hemoglobin, exhibit cyanosis, and 
still have adequate oxyhemoglobin. The anemic child 
with 5 or 6 grams of hemoglobin per 100 cc. of blood 
will show a pale cyanosis only when he is in a severe 
state of hypoxia. 

High specific gravity of the urine is often a sign 
of dehydration. Albuminuria suggests kidney drain- 
age. Glycosuria, although rare, suggests diabetes. 

Oral playthings such as gum, buttons, and pins 
should always be searched for and removed. Their 
presence can cause undue complications during the 
period of anesthesia. 

An empty stomach is desirable. If the child has 
eaten within 6 hours, it is well to induce vomiting 
by irritating the pharynx with a protected finger or 
a large stomach tube. If not done, large lumps of 
food may be regurgitated into the pharynx by the 
unconscious patient and will block off the trachea, 
causing a very sudden aspirational or obstructional 
death. 


RESPIRATION 

Today the anesthesiologist should be a profound 
student of the respiratory system. He should be aware 
of any change in volume, depth, rate, and regularity 
of the respiration. Any change from the expected 
normal should be investigated and rectified. Children 
have a small tidal volume, varying from as little as 
16 cc. to 180 ce. with respiratory activity. With this 


in mind, one can see that it is imperative that dead 
air space in the system be kept as low as possible 
and that a high flow of gases be maintained to wash 
away the accumulation of excessive carbon dioxide. 
If this is not accomplished gaseous acidosis results. 
Hypoxia may chemically stimulate respiration through 
the carotid and aortic bodies, causing respiratory de- 
pression. When this occurs the anesthetic agent must 
be changed. 

Paradoxical as it may sound, oxygen is the vital 
factor in anesthesia. Adults consume approximately 
+ cc. of oxygen per kilogram of body weight per min- 
ute which is 280 ce. for an adult weighing 10 kilo- 
grams. Compare this with the infant. A baby requires 
at least 7 cc. of oxygen per minute per kilogram of 
body weight or 21 cc. of oxygen for a child weighing 
3 kilograms. This rate is raised when temperature 
and basal metabolic rate are increased, long-standing 
illness exists, or dehydration and anemia are present. 
The anesthesiologist responds to such situations by 
supplying a more than adequate supply of oxygen. 

CIRCULATION 

It has often been said that the main concerns of 
the anesthesiologists are the airway and the respiratory 
system. While most difficulties in anesthesia are due 
to respiratory obstructions of some degree, it must be 
remembered that the circulatory system performs the 
actual transportation of the lifesaving oxygen to all 
the tissues. Cessation of respiration may occur for a 
few moments without danger because there is a cer- 
tain amount of oxygen remaining in the tissues; ces- 
sation of circulation brings about rapid and complete 
anoxia in a matter of seconds. Any change in the 
circulation rate or volume is important and demands 
immediate attention, 


METHODS OF ADMINISTRATION 

Open drop administration of ether, Vinethene, 
or ethyl chloride is the most widely used pediatric 
anesthesia technic and it has a wide margin of safety. 
Open drop ether is the method of choice for the 
untrained anesthetist. Experienced specialists may 
employ more complicated technics with the same de- 
gree of safety. These methods have the added advan- 
tage of providing more comfort for the patient and 
greater facility for the surgeon. 

Insufflation technics consist of blowing the anes- 
thetic agent into the oropharynx or the trachea. This 
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Fig. 4 Fig. 5 


Fig. 4. The tip of the laryngoscope picks up the epiglottis. Fig. 5. An endotracheal tube of 
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Fig. 


proper size is inserted 


through the laryngoscope and eased past the open vocal cords. Fig. 6. The “Y” tube is connected and in turn is connected 


to the ether machine. 


method is commonly used in tonsillectomy and in 
harelip and eye operations by those who do not favor 
endotracheal anesthesia for infants either by choice or 
because of lack of training. 

Endotracheal anesthesia is accomplished by the 
introduction of a semisoft tube into the trachea which 
permits the gases to flow directly to the lungs. An 
endotracheal tube reduces the amount of dead air space 
to a minimum. I have already stressed the importance 
in children’s anesthesia of this factor which results 
in quieter respirations with proper carbon dioxide 
elimination. I do not intend here, however, to instruct 
in the ramifications of endotracheal anesthesia. Ex- 
cellent texts have been written on the subject. I would 
particularly recommend the one by Adriani.* 


ADVANTAGES OF INTUBATION 


It is my intent to arouse the complacent to the 
more widespread use of intubation as a method of 


anesthetization, as a method of lifesaving. It is the 
only technic which gives the anesthesiologist positive 
control of resuscitation in cases of respiratory arrest. 
An endotracheal tube generally removes all of the 
causes of obstruction. The dead space normally pres- 
ent in oral, nasal, and pharyngeal cavities is reduced 
to a minimum. The anesthesiologist is removed from 
the operative field and surgery is accomplished with 
a lighter plane of anesthesia. 
DISADVANTAGES OF INTUBATION 

Actually, the greatest disadvantage to intubation 
is the lack of skill and experience of most anesthesiolo- 
gists. To acquire proficiency and maintain mastery 
demands practice and exploitation of the technic. Once 
the anesthesiologist has sold himself on the benefits, 
the surgeon and the referring physician will be his 
most ardent supporters in the use of the technic. As 
the skill and experience of the anesthetist increases, 
the risk of trauma, hemorrhage, laryngitis, kinked 
tubes, and improper choice of diameter and length 
of tube are reduced to a minimum. A skillful exposure 
of the glottis with a laryngoscope and a dextrous intu- 
vation can be performed rapidly and easily. In cases of 
fumbled intubation, induction time becomes prolonged. 
If the intubation is not successful on the first attempt, 
induction of anesthesia must be started again. I 
think it is clear, then, that inexperience is the greatest 
disadvantage. 


Intratracheal anesthesia is considered by many 
to be so superior to other methods of anesthetization 
that it is used in over 50 per cent of the operative 
cases at some centers. At Art Centre Hospital, Detroit, 
the percentage does not run that high although we do 
not hesitate to intubate all surgical patients who we 
feel will be benefited by the endotracheal technic. All 
patients undergoing intrathoracic operations such as 
ligation of patent ductus arteriosus, congenital pul- 
monic stenosis, and diaphragmatic hernia are intu- 
bated as are those operated upon for tumors of the 
spinal cord, mastoidectomy, radical sinus drainages, 
general tonsillectomy, muscle recession for strabismus, 
cheiloplasty, fractured mandibles, et cetera. 

The general problem of inhalation anesthesia be- 
comes especially important when carbon dioxide output 
and production of body heat are considered. Dead 
air space must be reduced to a minimum. This is 
difficult to accomplish with any method of administra- 
tion other than endotracheal. The best way to supply 
sufficient oxygen and to maintain proper elimination 
of carbon dioxide is to use endotracheal intubation. 
A good airway is provided and no rebreathing is 
required. 

ENDOTRACHEAL TONSILLECTOMY TECHNIC 

A modification of endotracheal technic is success- 
fully used by many for tonsillectomy. While I do 
not intend this to be a teaching course in endotracheal 
intubation, | would like to show you a series of colored 
slides taken by A. C. Johnson, head of the department 
of surgery at Art Centre Hospital. A patient was 
picked at random and photographs made at the various 
stages of intubation. 

Figure 1 shows the very simple equipment nec- 
essary for endotracheal tonsillectomy. The laryngo- 
scope, endotracheal tubes of several assorted sizes, and 
“Y” tube constitute the additional equipment necessary. 

Figures 2 to 10 show various steps in the 
operation, 

In inserting the laryngoscope great care is exer- 
cised. At no time is there gouging of the pharynx or 
pressure on the teeth. Laryngoscopes are cruel instru- 
ments when improperly used. The patient’s head 
is literally suspended by the mandible. 

POSTOPERATIVE CARE 

The care of the patient by the anesthesiologist 

does not end with the operation. Most patients are 
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Fig. 8 


Fig. 7. The mouth gag is inserted and the tube pushed to the left side of the mouth; the tongue is used to hold the tube 
out of the operator’s way. Fig. 8. The mouth gag is closed, and the tube is pushed over to the other side. 


still anesthetized and unable to protect themselves at 
the conclusion of the operation. The first duty of the 
anesthesiologist is to maintain a free airway. Careful 
aspiration, a lightened plane of anesthesia, and con- 
tinuous observation are necessary. A recovery room 
where all patients can be kept and supervised until 
fully reactivated is ideal. Blood, plasma, and other 
fluids, oxygen, and aspiration facilities should be im- 
mediately available. Such agents are certainly far 
more effective when given early. By the time the 
patient’s need for support is observed in the ward 
valuable time has been lost. Finally, it should be 
remembered that pain is a very disturbing and annoy- 
ing symptom. If the physician were to put himself 
in the place of the young patient he would not hesitate 
to give adequate sedation. 

At Art Centre Hospital it has been found that 
early ambulation greatly diminishes the amount of 
postoperative sedation necessary to insure comfortable 
patients. Children are up and about some 6 to 8 
hours following surgery and seldom is there any need 
for sedation beyond this point. When it is necessary 
1 to 2 mg. of Dilaudid, % grain of codeine, or minimal 
doses of Demerol (25 to 50 mg.) may be used, The 
dose should be varied according to the age of the 
patient and amount of relief necessary. 

SUMMARY 

The anesthetization of children has very recently 

been given a new importance by both the anesthesiolo- 


Fig. 9 
Fig. 9. The mouth gag is reopened, the tube now being 


gist and the general practitioner. No longer does 
“just a little ether” suffice. New technics and pro- 
cedures in anesthesia have shown that children can 
be more easily anesthetized by agents and methods 
applied with success to the adult. 

The anesthesiologist of today must devote con-- 
stant attention to the state of circulation, respiration, 
oxygenation, and blood replacement. Violation of 
fundamentals produces a more critical condition in 
children than in adults. Considerable attention to detail 
is necessary to assure uniformly good results as well 
as the safety that is essential for all anesthesia. 

Endotracheal anesthesia remains the only method 
whereby the anesthesiologist has positive control of 
the airway. Every anesthetist should avail himself of 
the opportunity of intubation instruction afforded by 
many centers. Intubation satisfies a very important 
need in the armamentarium of the modern anes- 
thesiologist. 

Art Centre Hospital 
5435 Woodward Ave. 
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on the right side. Fig. 10. Extubation. 
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OSTEOPATHIC MAGAZINE 

The high peak in circulation of the profession’s 
lay health magazine was reached in 1929 with 2,000,000 
The first issue of OsteEopaATHIC MAGAZINE 
came off the press in April, 1914, as the American 
Osteopathic Association’s second official monthly pub- 
lication. Its circulation by 1916 was well established 
with 120,000 copies; the rate mounted, and its first 
million was reached in 1925. A million or better figure 
was maintained for 7 years, but in 1932 the depression 
was reflected in a drop in circulation to 656,508. Since 
that date the decline has been gradual but consistent. 
In 1941 another hundred thousand was lopped off the 
total rate but the 500,000 plus figure was maintained 
for 7 years. In 1948 another drop brought the maga- 
zine within the 400,000 figure. Since then the total 
circulation has fluctuated between 400,000 and 460,000. 
The total for 1951 was 457,851. A further decrease 
in circulation is anticipated in 1952 as a reflection of 
this period of transition in the magazine’s history. 

Readers of Tue JourNAL know that there are 
three official periodicals of the American Osteopathic 
Association, of which THe JourNAL itself is the 
scientific professional monthly; Forum the 
medium by which the profession is informed of the 
policies and work of organized osteopathy, and which 
is mailed to osteopathic physicians worldwide irre- 
spective of their membership in the American Osteo- 
pathic Association ; and OsTrEoPATHIC MAGAZINE. 

When OsteopatHic MAGAZINE was instituted in 
1913 by the Board of Trustees of the American Osteo- 
pathic Association its declared purpose was that of a 
public relations medium—to inform the public of the 
purposes and methods of osteopathy as related to the 
general field of health and disease.1 Unofficially, at 
some period of its 37-year existence, OsTEOPATHIC 


copies. 


1. Editorial: To our friends. 


Osteop. Magazine 1:1-2, Jan. 1914. 
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MaGaziINE became a method by which osteopathic 
physicians could attract patients from within a general 
public that knew but little of the profession other than 
it was popularly but erroneously known by many as 
a “drugless school” of therapy. This impression of 
the limited scope of osteopathy had become somewhat 
widespread by 1913, despite the fact that the first 
osteopathic college was founded, as has been often 
repeated but never too often: 

. to improve our present system of surgery, obstetrics 
and treatment of diseases generally, and place the same on a 
more rational and scientific basis, and to impart information 
to the medical profession and to grant and confer such honors 
and degrees as are usually granted and conferred by reputable 
medical colleges .. . 

Certain influences had been at work since the 
early days.of the profession to limit osteopathy to 
its structural-manipulative aspect, in fact, to confuse 
osteopathic practice with manipulation. These limita- 
tions permeated portions of our scientific literature 
and entered into our lay literature, although from the 
first the far-seeing individuals of the profession had 
insisted that our first responsibility was to challenge 
the existing systems of therapy upon all fronts and 
in all ways—to challenge, but also to contribute to their 
improvement. 

Hence, for a considerable period Ostreoratitic 
MAGAZINE has not presented a well-rounded view of 
osteopathy to the lay reader. Influenced largely by 
many doctors who felt the necessity to emphasize to 
their patients the differences between the osteopathic 
school and the allopathic school of practice, the found- 
ing purpose of the magazine was distorted. Stress 
osteopathy in relation to health and disease became 
stress manipulation. As a result, other forms of 
therapy, including surgery, were underplayed or de- 
liberately passed over. In this overemphasis of one 
phase of therapy the founding purpose of osteopathy, 
“to improve our present system and place the 
same on a more rational and scientific basis,” was 
largely nullified in the mind of the public, in part 
by the influence of OsteopatHic MAGAZINE. 

Thus, a period in the life of Ostropatuic Maca- 
ZINE developed when there was a distinct variance 
between the stated policy of organized osteopathy and 
the working policy of the lay magazine. OsTeoratTiic 
MaGaZzINE ceased to conform to the profession's origi- 
nal goal; it strayed from the broad purpose originally 
outlined by the Board of Trustees at its inception, and 
therefore it did not keep pace with the profession's 
advance. 

The present Editor came to this position in May, 
1951. A study of Ostropatuic MAGAZINE was begun 
almost immediately. It was determined that the maga- 
zine no longer conformed to its original purpose as 
stated in the September to December 1913 issues of 
THE JOURNAL OF THE AMERICAN OstEoPpATHIC Asso- 
CIATION 


2. Editorial: “The Osteopathic Magazine.” J. Am. Osteop, A. 
13:30-32, Sept. 1913. 

3. Editorial: Osteopathy and the people. J. Am. Osteop. A. 
13 :89-90, Oct. 1913. 


4. Editorial: On educating ourselves. J. 
145, Nov. 1913. 

5. Editorial: What are we going to do about it? J. Am. Osteop. 
A. 13:195-199, Dec. 1913. 


Am. Osteop. A. 13:142- 
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... [It] is to be an official organ to the laity .. . to 
acquaint [them] with those facts [they] should know about 
osteopathy as a school of practice . [which] is rapidly 
establishing clinics, founding hospitals, endowing its colleges, 
[and] forming organizations for increasing its usefulness to 
the public. 

Reporting in December, 1951, to the midyear 
meeting of the Board of Trustees of the American 
Osteopathic Association, the Editor outlined a policy 
for Osteopatuic MAGAZINE which should implement 
the founding purpose by the following methods: 

1. Present osteopathy to the public as it is— 
osteopathic medicine—a complete school with no 
limitations upon its methods of diagnosis and 
treatment 

2. Present the three major categories of treat- 
ment which osteopathy employs: manipulation, 
surgery, and drug therapy 

3. Exemplify. specialties within osteopathy 

4. Present the osteopathic concept as it illum- 
ines medicine—a concept that is based on the 
unity of the body in health and disease and that 
supplies a factor that is missing in the major 
school of medicine 

5. Emphasize that the osteopathic concept 
alone can supply a unifying and pervasive set of 
principles in medical thinking 

6. Promote the public health. 


Pursuance of such a policy necessitates a con- 
siderable alteration in MaGazine. Its 
primary concern will be to supply information about 
health and in that connection the magazine will demon- 
strate that osteopathy has available facilities for a 
complete health service through its osteopathic physi- 
cians, its clinical groups, and its hospitals. 

Osteopathic manipulative treatment will fall into 
its rightful place, as a part of the whole of therapy, 
neither to be played up nor down, but evaluated as 
are other categories of treatment, be they drugs or 
surgery. But osteopathy as a system of healing will 
thereby become not lessened for the osteopathic con- 
cept will be presented in its pervasive and unifying 
power. 

Thereupon Ostroratiic MAGAZINE will reassert 
its original purpose of informing an interested public 
of the function of the osteopathic physician—as the 
family doctor; the community advisor in health and 
disease; and the guardian of its health through his 
work in office, at 'the bedside, and in the hospital. 

The story of osteopathy still needs to be told 
to both an uninformed and misinformed public, but 
it needs to be told within osteopathy’s present milieu 
—an independent school of practice having a distinc- 
tive contribution to make to medicine generally and 
to the public which depends on medicine for its health 
and care, 

Specifically, Osrropatiic MAGAZINE will attempt 
to answer certain questions: What is an osteopathic 
physician? Why do we have osteopathic hospitals ? 
How is osteopathic medicine distinctive and different 
from allopathic medicine? Through such answers the 
publication will become a source of exact information 
that will tell directly or indirectly all of the facts about 
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osteopathy as a system of practice and a school of 
medicine. 

OsTEOPATHIC MAGAZINE will interpret the osteo- 
pathic institutions, be it clinic or hospital, to the 
public by means of news story and feature articles. 
Hospital guilds will find in such material the story 
of their hospital, and both guilds and auxiliaries will 
have an available literature that will present the story 
of osteopathy in the light of its wide activities of 
today to the general public in any given community, 
to welfare organizations, to legislators who in the 
last analysis regulate the practice of medicine in any 
given state, and finally to patients of osteopathic phy- 
sicians and their institutions. 

In this way Osteopatnic MaGazIne will again 
resume its rightful place in the triad of periodicals 
of the American Osteopathic Association and of the 
osteopathic profession, and with THe JouRNaAL and 
Tue Forum it will assume its share in the common 
purpose of all of the publications—the advancement 
of osteopathic medicine as an independent school of 
practice, having an explicit contribution to make to 
medicine generally and to the wide public which it 
serves. 

There may have been a time when osteopathic 
physicians needed most the story of the service which 
they could render told for their own special benefit ; to- 
day there is no such need. Everywhere they have a 
greater call for their services than they have time or 
strength to give. But the need to tell the story of a pro- 
fession that is an independent school of medicine ren- 
dering a distinct service is greater than ever before ; the 
greatest weakness of our profession is that its strength 
remains unknown. Osteopathic physicians have neither 
the time, the facilities, nor in some instances the words, 
to tell to the public the story of osteopathic medicine. 
It is herein that the destiny of Ostropatnic MAGAZINE 
lies in this new day of this 60-year-old school of prac- 
tice. Through a revitalized publication and by means 
of a sharply revised literature (pamphlets, briefs, fold- 
ers) a public waits to be informed about our contribu- 
tion to medicine, and the distinct service to the public 
welfare which it is our privilege to render. 

We have been given the right throughout most 
of the United States to practice medicine, not the 
medicine of any particular group, or cult, or organiza- 
tion, but medicine in the generic sense of that term. 
Let us proclaim anew, proudly and unceasingly, the 
word of an earlier day: that we seek to “improve our 
present system and place the same on a more 
rational and scientific basis,” against the day when 
there may be no such need, a day which lies in no 
foreseeable future. But today brings its own tasks 
and responsibilities to organized osteopathy of which 
OstTEoPATHIC MaGazine should be an agent of good 
will. 

The future of this particular official publication, 
its usefulness in a purpose yet unfulfilled and a mis- 
sion yet unaccomplished, lies within the osteopathic 
profession itself, working through those who are 
directly responsible for the magazine. Neither willing- 
ness upon the part of the one nor ability upon the 
part of the other is sufficient; what should be done 
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can be done only by the unity of the profession and 
its editors working toward a common purpose. Such 
a task demands both vision and conviction, brooking 
no selfish interests, tolerating no mere lukewarmness. 
The purpose is a high one and its attainment will be 
costly in devotion, in effort, and in means, nor will 
it wait upon tomorrow. If it is to be done, it must 
be done now! 


FALLACIOUS FINANCING 

The fact that medical education is the most ex- 
pensive of all educational programs and that tuition 
pays only a part of the total cost frequently raises 
the question: “Why not increase tuition rates 7?’ Osteo- 
pathic colleges have done so to the extent that the 
average tuition in osteopathic colleges is higher than 
the average in allopathic schools. Further increases 
may be warranted if present inflationary trends con- 
tinue but only in proportion to general increases in 
living costs. It would be exceedingly unwise to change 
the ratio of tuition to total training cost. The student 
should never be expected to pay all or even most of 
the cost of his training despite the fact that this may 
seem proper and logical at first thought. 


A plan under consideration by some medical edu- 
cators would increase tuition substantially and permit 
deferred payment of a part of the tuition charge 
through promissory notes which would be payable 
over a period of years after graduation. The reasoning 
behind such a proposal would seem to be that a person 
who purchases a product should expect to pay what 
the product is worth. This philosophy is eminently 
suitable to the market place but it is not at all applicable 
to education. A proprietary institution might be justi- 
fied in adopting such a practice but it would be im- 
possible to excuse a nonprofit institution for doing so. 


This plan ignores the stake which the medical 
professions and the public have in such institutions 
and their graduates. A professional college serves its 
profession and the general public as well. It does 
this in many ways, some of which are not directly 
connected with its educational program. Both profes- 
sion and public have a recognized obligation toward 
such institutions and were these obligations adequately 
discharged the financial problems which beset the 
schools would be solved in large part. 

Expense is already a heavy burden to the average 
medical student. Tuition amounts to less than half his 
annual expenses. He must meet living costs which 
have also greatly increased. He must purchase books 
and a variety of equipment all of which have increased 
in price. Substantial increases in present tuition rates, 
even though payment was partially deferred, would 
discourage applicants from lower income families. It 
is neither desirable nor practical to reserve medical 
education for the children of wealth yet a student 
with meager financial resources would certainly think 
more than twice before mortgaging his future with 
promissory notes. 

Both osteopathic and allopathic schools are pres- 
ently enjoying peak enrollments but the number of 
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preprofessional students is already shrinking. This 
reduction is a natural result of the increasing demands 
of military service but other less obvious social and 
economic factors are also temporarily fostering this 
trend. Heightening the economic barriers to medical 
education would be a distinct disadvantage to the 
medical professions and detrimental to the public 
interest. 


Another objection to the proposed tuition increase 
is less apparent but none the less important. Mortgag- 
ing his future would inevitably tend to commercialize 
the attitude of the student toward his profession at 
the most impressionable stage of his career. This 
would have an adverse effect upon his assumption of 
responsibilities in his professional organizations, his 
future participation in alumni activities, and, what is 
most important, upon his relationship with his patients 
when he entered practice. 


Rather than permit their educational institutions 
to engage in such fallacious financing practices the 
medical professions should increase their own financial 
support and make further efforts to secure additional 
support from the general public. 


The osteopathic profession has, in large part, 
accepted its professional obligation to its colleges by 
contributing to the Osteopathic Progress Fund. It is 
continuing to expand and increase this support. It has 
not yet accomplished as much in enlisting the support 
of the public. The allopathic profession has received 
many millions of dollars from the public but as yet 
has contributed comparatively nothing from its own 
resources to support its colleges. 

Both professions have much to do to increase 
voluntary financial support to their educational insti- 
tutions from within and without their ranks. This 
is not the easy way to solve the critical financial 
difficulties in medical education but it is unquestionably 
the best way. It is in keeping with the high ethical 
practice expected from these professions and it is 
sound business procedure as well. 


Lewis F. CuapmMan, Director 
Osteopathic Progress Fund 


NEW EXECUTIVE ASSISTANT 
Qn March 1 Dr. True B. Eveleth of Portland, 
Maine, assumed his duties as Executive Assistant for 
the Association. The position has been vacant for 
several months while a suitable encumbent was sought. 


Dr. Eveleth, born in Maine, graduated from 
Kirksville College of Osteopathy and Surgery in 1937 
and returned to Maine to practice. He has been the 
medical director of the Osteopathic Hospital of Maine 
in Portland and a member of the Board of Trustees ; 
chairman of the Department of Public Health, chair- 
man of the Committee on Public Education on Health, 
and member of the Insurance Committee of the Maine 
Osteopathic Association, in all of which positions he 
attained a reputation for a high degree of administra- 
tive aptitude. Dr. Eveleth is a member of the Maine 
Board of Osteopathic Examination and Registration 
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and a director of the Maine Osteopathic Hospital 
Association. He is a member of the Academy of 
Applied Osteopathy. In school he was awarded mem- 
bership in Psi Sigma Alpha, honorary scholastic 
fraternity. 

At the national level Dr. Eveleth is a member of 
this Association’s Bureau of Public Education on 
health. 


He is a member of the Kiwanis Club, Portland 
Executives Club, and the American Legion. He has 
been an officer of Maine National Guard and served as 
an officer, rising to the rank of Lieutenant Colonel, in 


Physical medicine has been detined for the Veter- 
ans Administration as “the employment of the physical 
and other effective diagnostic and therapeutic proper- 
ties of light, heat, cold, water, electricity, massage, 
manipulation, exercise, and mechanical devices for 
diagnosis, treatment, and for research.” 

* * * 

Rehabilitation is a word which is recurring in- 
creasingly in newspapers and magazines, as well as in 
scientific literature. It is defined as follows by F. 1H. 
Krusen, M.D., first chairman of the section on Physi- 
cal Medicine and Rehabilitation of the American 
Medical Association: “the employment of physical 
medicine, technics of psychosocial adjustment and 
vocational retraining for the purpose of aiding the 
patient to achieve the maximal function and adjust- 
ment and of preparing him physically, mentally, so- 
cially and vocationally for the fullest possible life 
compatible with his abilities and disabilities.” 

* * * 


Posteroanterior lateral decubitus films are not 
done routinely in cholecystographic examination. A 
recent report from the Cleveland Clinic appears to 
establish the value of the routine use of this position. 
Results are less obscurity from gas shadows, settling 
of calculi to bottom of silhouette affording increased 
contrast, lessened need for pitressin, so often danger- 
ous to the ill and elderly and occasionally to the young. 

* * * 


On January 10, 1952, a symposium on_ blood 
vessel grafts was held under the auspices of the Na- 
tional Heart Institute. A complete set of the abstracts 
of papers given at this meeting is available upon 
application to the Heart Information Center, National 
Heart Institute, Bethesda 14, Maryland. 

* * * 

There is a definite relationship between the proper 
specifications for a stethoscope and its efficiency. The 
tube length should not exceed 10 in. (25.40 cm.) and 


‘the bore of the tubing should not exceed 4% in. (0.32 


cm.). The detailed study can be found in the Ameri- 
can Heart Journal, March, 1941, page 257, and Octo- 
ber, 1951, page 605. 
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the Army of the United States covering several im- 
portant assignments. 

Dr. and Mrs. Eveleth will establish their residence 
in Chicago as soon as suitable accommodations can 
be located. 

The office of Executive Assistant is an important 
assignment in the staff of the Association. The duties 
are varied and voluminous. We bespeak, from the 
members of the profession, their usual hearty coopera- 
tion as Dr. Eveleth acquaints himself with his new 
opportunities, duties, and responsibilities. 

R. C. MeCauGHan 
Executive Secretary 


The number of malaria cases during 1951 is 
estimated to have been in excess of 6,400, an increase 
of 200 per cent over 1950, as reported by the National 
Office of Vital Statistics, Public Health Service. These 
are not indigenous cases but are attributed to military 
personnel returned from Korea. 

* * * 

Further development in nuclear physics has been 
accelerated by the newest cyclotron at the disposal of 
the science and engineering departments of Columbia 
University. This instrument will develop 415,000,000 
electron volts. Mesons, the particles which appear to 
bind the atomic nucleus, are running through the ports 
in the shielding around the cyclotron. Its significance 
remains to be seen—this is fundamental research. 

* * * 

The recent death of George VI points up the 
fact that-in 1951 200444 Americans died of coronary 
thrombosis. Howard A. Rusk, M.D., writing in the 
New York Times for February 2, 1952, in this con- 
nection, calls attention to the fact that medicine has 
yet to find the basic cause of the three major forms of 
heart afflictions which account for 90 per cent of the 
total: coronary heart disease, rheumatic heart disease, 
and hypertensive heart disease. For 1952 the National 
Heart Institute has a three purpose program: foster 
and conduct research, improve teaching in cardiac prob- 
lems, and develop control activities through the States. 
Total proposed appropriation is $9,749,000. 

* * * 

Appropriations recommended by President Tru- 
man to the 82nd Congress call attention to the large 
role which the government plays in matters of health. 
This is emphasized by the budget provided for the 
research arm of the Public Health Service, the Na- 
tional Institutes of Health, seven in number. The 
over-all budget calls for a sum of $16,876,000, which 
will provide an increase of a million dollars for the 
operation of the Clinical Research Center, opening in 
1953 (in Bethesda, Maryland, a 40 million dollar 
project in itself). Separate appropriations will be 
made for cancer, mental health, dental activities, and 
heart research. 
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GROUP HFALTH COOPERATIVE V. KING COUNTY 
MEDICAL SOCIETY 

State antitrust laws, as a means of preventing organiza- 
tions combining or conspiring to restrain competition for the 
purpose of establishing a monopoly, have not been given the 
‘lose attention they deserve. A recent decision of the Supreme 
Court of the State of Washington abstracted below will en- 
ourage a revaluation of such state antitrust laws. In the 
recent past, the emphasis upon antitrust laws as a means of 
preventing monopoly has centered upon the federal Sherman 
\nti-Trust Act. In January, 1952, for example, the United 
States Supreme Court heard the oral arguments in the appeal 
vy the government from the decision of the Federal District 
‘ourt in Oregon in United States of America v. Oregon State 
Medical Society et al, 95 F. Supp. 103 (1950), in which the 
court had held that the Oregon Medical Society and affiliated 
ganizations had not violated the Sherman Act in a case 
involving issues similar to those of the Washington case dis- 
cussed in this article. 

In Group Health Cooperative of Puget Sound et al v. 
King County Medical Society et al, (Washington) 237 P. 2d 
737 (1951), the Supreme Court of Washington had before it 
an appeal from the decision of the Superior Court, King 
County, denying money damages and injunctive relief based 
upon the complaint of the Group Health Cooperative of Puget 
Sound, a charitable, nonprofit corporation, five of the licensed 
physicians (M.D.) who are members of its staff, and an 
individual who was a member of the Cooperative to receive 
prepaid medical and hospital care, alleging that defendants 
King County Medical Society, King County Medical Service 
Bureau (an unincorporated association composed of approxi- 
mately 600 physicians who were members of the Society), 
King County Medical Service Corporation (a nonprofit cor- 
poration organized by the members of the Society to furnish 
medical care and hospitalization through industrial contracts), 
and two physicians (M.D.) who were officers of the corpora- 
tions and were sued individually and as class representatives 
of all the licensed doctors of medicine members of such 
corporations, combined together in restraint of competition 
in the field of independent contract medicine and _ hospital 
service in violation of Article XII, Sec. 22, of the state Con- 
stitution. Also joined as defendants were Public Hospital 
District No. 1 of King County (Renton Hospital), a municipal 
corporation, and the Swedish Hospital, a nonprofit corporation. 
The complaint alleged that the defendants in violation of the 
state antitrust law combined, agreed and conspired: to acquire 
a monopoly in King County in the furnishing of prepaid 
medical and hospital care; to eliminate competition and restrain 
trade therein; to bring about a boycott of any person or 
organization attempting to furnish such care through doctors 
not members of the Scciety; and to injure and hamper 
physicians and surgeons not members of the Society in the 
practice of their profession by resort of intimidation, co- 
ercion, threats, libel, and slander. It was also alleged that 
the defendants Swedish Hospital and Renton Hospital were 
a part of the above named conspiracy in adopting bylaws or 
regulations under which access to the respective hospitals was 
denied to any physician not a member of the Society. Mone- 
tary damages of $79,500 in all were asked, $4,500 to com- 
pensate for the expenses to which the Cooperative had been 
put in securing the services of doctors of medicine from 
other communities because it was prevented by defendants 
course of conduct from employing local doctors and $15,000 
lamages each suffered by the five plaintiff doctors by reason 
of injury to professional reputation and standing in the com- 
munity, mental distress, and humiliation. The answers filed 
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by the defendants denied the alleged combination and con- 
spiracy and the defendants, except for the two hospitals, 
presented an affirmative defense in which was recounted the 
efforts of the Society over the years to curb so-called “un- 
ethical” prepaid contract practice of medicine. The answer 
also alleged as an affirmative defense that the Cooperative 
had purchased the good will corporate stock and business of 
the Prendergast corporation which in 1933 and subsequent 
until 1946 when purchased was engaged in unethical contract 
practice as a commercial enterprise. The reply of the plaintiffs 
put in issue all the adverse allegations of the affirmative 
defense. 

This action, the court said, brought to a head the long 
and vigorous struggle of the King County Medical Society 
to curb independent medical and hospital service in King 
County. (The city of Seattle is located in King County.) In 
late years, the battle had been waged chiefly against the Group 
Health Cooperative of Puget Sound (Cooperative) which had 
proved itself better able than most of its predecessors in the 
field of independent contract medicine to withstand the oppo- 
sition of the Society. The Cooperative, apparently tired of 
what it regarded as unfair and illegal fetters placed upon its 
service and growth, brought this suit asking for an injunction 
and damages. 

The trial commenced on May 24, 1950, lasted 444 weeks 
and was recorded in a twenty-three volume statement of facts. 
Three weeks after the conclusion of the trial, the trial court 
issued a fifty-one page memorandum opinion indicating that 
the action would be dismissed. No formal findings of fact 
and conclusions of law were entered, but the decree dated 
July 26, 1950, contained a provision adopting, as the court’s 
findings of fact and conclusions of law, the memorandum 
opinion of July 14, 1950. 

The Supreme Court objected to the action of the trial 
court in adopting the memorandum opinion as the complete 
findings of fact and conclusions of law. This practice, the 
court stated, is particularly objectionable, even though in an 
action in equity findings of fact are not necessary, where it 
becomes necessary for the appellate court to glean through 
a fifty-one page memorandum opinion and to segregate recitals 
of fact from interspersed discussions of pleadings, evidence, 
and points of law, in order to arrive at the actual findings 
of fact intended by the trial court. The Supreme Court, 
therefore, regarded the assignments of error raised by the 
plaintiffs on appeal as presenting the general question of what 
the facts are with reference to the matters and things placed 
in issue by the pleadings and whether such facts give rise to 
any cause of action which should have been recognized and 
enforced by the trial court. 

The King County Medical Society (Society), incorporated 
in 1909, is one of the component societies of the Washington 
State Medical Association which, in turn, is one of the con- 
stituent associations of the American Medical Association. The 
Society since shortly after its incorporation, was concerned 
regarding the growth of contract medical service in King 
County. Contract medical practice as defined by the American 
Medical Association under its “Principles of Medical Ethics” 
may be based upon an agreement with an individual or a 
number of disassociated individuals; a group of individuals 
organized on a cooperative, fraternal, or other basis; or a 
public or private employer. The Society was chiefly concerned 
with industrial contracts of this type with private employers. 
The Society had not condemned all industrial contracts as 
evidenced by the fact that in April, 1933, it directed the 
organization of the King County Medical Service Corporation 
(Service Corporation) and the King County Medical Service 
Bureau (Bureau) to furnish prepaid contract medical service 
to persons covered by industrial contracts negotiated by the 
Service Corporation. Both these organizations have at all 
times been composed exclusively of Society members, all 
members of the Society being urged to join. The availability 
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of prepaid service offered by the Service Corporation, unlike 
the contracts of Cooperative which have no earnings limita- 
tion, is confined to those employees earning a maximum salary 
of $500.00 a month, having been increased from an original 
figure of $150.00 a month. It has some 2,500 industrial con- 
tracts in King County involving approximately 80,000 sub- 
scribers for medical care. The income under these contracts 
ageregates $375,000 a month. 

After 1933, the Society adopted a bylaw providing for 
the censure, suspension, or expulsion of a member who 
engaged in contract practice if it had not been “authorized 
by the Board of Trustees of this Society.” Most members 
who were engaged in “unauthorized” contract practice dis- 
continued such practice except, of course, under the newly 
created Service Corporation. In 1936, the Board of Trustees 
of the Society adopted a motion that the following resolution 
be presented to the Society: 

Resolved that the Board of Trustees consider it unethical for any 
member of the Society to consult with any physician who is not a 
member of the Society, doing contract practice on any then contract 
patient. 

The court record did not disclose whether the resolution was 
ever adopted, but the policy was followed in general by the 
members of the Society thereafter. 

In 1946, the Cooperative was organized by leaders in 
granges, labor unions, and consumer cooperatives in the area. 
Each member of the Cooperative, by paying the required 
monthly dues, is eligible to receive prepaid medical and hos- 
pital service for himself, members of his family, and depend- 
ents. The Cooperative also renders service under industrial 
contracts and it was with respect to these industrial contracts 
that friction developed. The Society and its affiliates were 
willing to tolerate the Cooperative’s prepaid service to its own 
members, providing the industrial contracts were discontinued. 
It was not feasible from an economic standpoint, however, for 
the Cooperative to discontinue its industrial contract practice, 
even if it had been willing to do so. 

The Cooperative has twenty licensed physicians on salaries 
ranging from $6,600 to $12,000 to provide services. The 
physicians are well satisfied with the arrangement. Their 
relationship with the Cooperative was regulated by the follow- 
ing bylaw of the organization: 

Neither the Board of Trustees nor the membership shall supervise, 

regulate or intervene in the professional relationships between the phy- 
sicians and their patients. 
The industrial contracts of the Cooperative appeared to offer 
a more complete medical service than did those of the Service 
Corporation, particularly in the field of family care and 
preventive medicine. Cooperative employed three salesmen to 
sell industrial contracts. 

In the fall of 1946, Cooperative bought the capital stock 
of Medical Security Clinic, Inc. which had industrial contracts 
of $300,000 annually and a fifty-five bed hospital later named 
Group Health Hospital in Seattle valued at $140,000. Medical 
Security Clinic had been formed in 1931 as a business cor- 
poration by a layman, L. G. Prendergast, who was not affiliated 
with it at the time of the purchase. The staff of Medical 
Security joined the Cooperative. Cooperative entered into this 
transaction because it needed hospital beds and the large block 
of industrial contracts. On June 19, 1948, the American 
Medical Association officially entered Group Health Hospital 
on its registered list after an investigation by its Council on 
Medical Education and Hospitals. The court was impressed 
with this fact. Each of the twenty physicians on the staff 
of the Cooperative were M.D.’s licensed to practice medicine 
in the state and graduates of approved medical schools. No 
evidence was presented showing that these physicians were 
not competent and qualified in all respects. Because of these 
facts, the court concluded the defendants had not established 
that the doctors of Group Health Cooperative render pro- 
fessional services of a quality substantially below that rendered 
by the average physician, surgeon, clinic, or hospital in the 
community. 

The court then proceeded to review the evidence relating 
to the opposition of the Society to “unauthorized” contract 
practice. Similar contract medicine organizations in other 
states, as well as in Tacoma, Washington, conducted their 
affairs without interference and the doctors on the staffs are 
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members in good standing of their local medical societies. 
An extensive analysis of the attitude of the American Medical 
Association toward such organizations and the application of 
its “Twenty Points” to such health plans was made. The 
court concluded that the Cooperative plan did not violate the 
A.M.A. canon of ethics despite the allegation of the Society. 
Furthermore, it was significant that the Society only objected 
to the industrial contracts held by the Cooperative, not to 
contracts it had with its own members. This was because 
only the industrial contracts, the court stated, were in economic 
competition with the Service Corporation plan. Furthermore, 
the court pointed out the policy of the A.M.A. has been to 
be openly critical of those who would use its Code of Ethics 
as a means of curbing competition. The use of the Code of 
Ethics for such purposes may well be in itself unethical. 

The various overt acts alleged by the plaintiffs to have 
been committed by the defendants and the evidence pertaining 
thereto was summarized. The following overt acts were found 
proved: 


1. That the Society, Service Corporation, and Bureau 
prescribe that no physician or surgeon not a member of both 
the Society and the Bureau can perform service for persons 
under contract to receive services from the Service Corporation. 

2. That the Society has threatened to expel any doctor 
who furnishes prepaid medical care in competition with Service 
Corporation. 


3. That defendants caused to be adopted and enforced 
by each of the major hospitals in King County, including 
respondents Swedish Hospital and Renton Hospital, a bylaw 
or regulation restricting to members of the Society the right 
to become staff members or to practice therein. (Under this 
finding the court noted that the hospital standardization scor- 
ing report, by which Renton Hospital was measured by the 
American College of Surgeons, showed, in fact, that of a 
thousand possible points, only three could be allowed on the 
basis of, or eligibility for, membership in the local medical 
society. Furthermore, it stated there is no rule or regulation 
of the American College of Surgeons or the A.M.A. requiring 
that applicants for staff membership in registered or approved 
hospitals be actual members of the local medical society. They 
only require that applicants be doctors of medicine.) 


4. That the Society had prevented any physician from 

joining that organization, regardless of his professional quali- 
fications or character, who performs prepaid medical or surgi- 
cal service in competition with Service Corporation. 
5. That the Society has refused to accept transfers of 
membership from other local medical societies affiliated with 
the A.M.A. of doctors intending to render service to the 
Cooperative. 

6. That the Society, Service Corporation, and Bureau 
have, by the threat and practice of professional ostracism, 
caused members of the Society to refuse to enter Group 
Health Hospital for the purpose of consultation. 

7. That the Society has endeavored to prevent the Co- 
operative from employing physicians needed by it, by making 
it known to prospective employees that any physican who 
accepts such employment subjects himself to the sanctions 
which the Society has brought to bear against all members 
of the staff of the Cooperative. 

8. That the Society (as a consequence of its membership 
exclusion policy) has prevented doctors regularly employed 
on the staff of the Cooperative from being certified as spe- 
cialists, by .denying to them the prerequisite of membership 
in the Society. 

In spite of these obstacles, the Cooperative managed to 
survive and expand, but as the court pointed out, only at 
the expense of diverting its attention to matters extraneous 
to the usual and ordinary problems of professional medicine 
and being prevented from being better able to serve its patients 
and extend its services and facilities substantially beyond the 
point realized. Neither the Cooperative nor its staff physicians 
proved, by the evidence, with the required degree of certainty 
and definiteness their monetary damages. All of the physicians 
were on salary, hence did not suffer a loss of income. 

The court then proceeded to determine whether upon the 
above facts the plaintiffs had established a cause of. action 
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under the provisions of Article XII, Sec. 22, of the state 
Constitution. Three elements must be present in order to 
constitute any relationship a monopoly or trust within the 
meaning of the Washington Act: (1) there must be a con- 
tract, combination, or other arrangement between two or 
more corporations, copartnerships, or associations; (2) it must 
relate to some product or commodity; and (3) its purpose 
must be to fix prices, limit production. or regulate the trans- 
portation of such product or commodity. The first element, 
. combination was held proved as was the second element 
by a ruling that medical, hospital, and related services ren- 
lered in connection with prepaid care contracts are “products” 
vithin the meaning of Article XII, Sec. 22. The third element 
iecessary to establish a cause of action required proof of 
rice fixing or the limitation of production, not per se, but 
n connection with a monopoly, with resulting unreasonable 
‘estraint upon competition, was, the court said, also proved. 
The Society could not through the mere use of the term 
‘unethical” clothe with immunity acts which would otherwise 
‘all under the ban of the antimonopoly provision of the state 
‘onstitution. Service Corporation fixes the prices to be paid 
\y patients and the fees to be received by doctors under its 
lan. If successful in its efforts to eliminate all competition, 
Service Corporation will fix the prices and fees for all con- 
‘ract practice in King County, or if the defendants then 
‘hose to discontinue contract medicine, the private fees fixed 
yy individual doctors will supplant the contract rates now 
ailable. 

Neither the Constitution nor the statute specifically pro- 
vided for affirmative relief by way of injunction. The court 
stated that, nonetheless where one party breaches a duty 
owed to another party, whereby the latter’s interest or right 
is invaded and such invasion results in irreparable injury so 
that the remedy at law is inadequate, equitable relief through 
the injunctive process is appropriate. The Society and its 
officers and board of directors should be enjoined from 
following any course of conduct which would have the effect 
of excluding applicants from membership in the Society on 
the sole ground that they are practicing contract medicine. 
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The Society, Bureau, Service Corporation, and others should 
be enjoined from following any course of conduct which 
would discourage consultation or rendering professional serv- 
ices with the plaintiff physicians or their patients. The same 
defendants should be further enjoined from following any 
course of conduct having as its purpose the exclusion of 
plaintiff physicians from the hospitals of King County (in- 
cluding Renton Hospital) on the ground that they are 
practicing contract medicine. The Supreme Court directed 
that the lower court, after having entered the decree upon 
remand of the case, retain jurisdiction for a period of 3 years 
in order to ensure compliance. 

The evidence failed to establish that the Swedish Hospital 
was a part of the general combination or conspiracy, hence 
the original judgement of the trial court was affirmed as to 
this defendant. The exclusion of plaintiff physicians from 
the staff of this private hospital was lawful since private 
hospitals have the right to exclude licensed physicians from 
the use of their facilities, such exclusion resting within the 
discretion of the managing authorities. 

As for the Renton Hospital, a municipal corporation 
which similarly had not been proven to be a part of the 
conspiracy, the court stated that it was unnecessary to decide 
whether its bylaw provision making membership in the Society 
a prerequisite of membership on the medical staff amounted 
to an unconstitutional delegation of administrative power in- 
asmuch as the other relief granted in the case will result 
in the physicians of Cooperative becoming members of the 
Society. Where the acts of public officers are, however, arbi- 
trary, tyrannical, or predicated upon a fundamentally wrong 
basis, courts may interfere to protect the rights of individuals. 
The exclusion of Cooperative’s physicians from the staff of 
Renton Hospital upon the sole ground that they are practicing 
contract medicine is unreasonable, arbitrary, and capricious. 
Accordingly, the Renton Hospital was enjoined from excluding 
such physicians from the medical staff. 

The judgement of the trial court was reversed (except 
as to Swedish Hospital) and remanded with instructions to 
enter a decree conforming to the Supreme Court’s decision. 
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1951 CHRISTMAS SEAL REPORT 

Herewith is presented, with mixed emotions of pride and 
concern, the first tabulation of the returns of the 1951 Christ- 
mas seal returns. Giving pride the first place, there are several 
things to be said. The campaign total is $20,033.26, with 
contributions still coming in. This is the highest return in seal 
history and is $4,254.65 over the comparable total of 1950. 
Every classification, save one, has increased its returns, and 
the Auxiliary has come within shouting distance of doubling 
its figure. Complete campaign returns, at the end of the fiscal 
vear, will in all probability be close to $21,000. 

So much for pride. On the side of concern lie two main 
considerations. First, the 1951 gain in amount shrinks when 
weighed on the scales of increased needs and decreased dollar 
value. Research, which now receives 90 per cent of the cam- 
paign returns, cries urgently for funds—such large amounts 
that this year’s jump in total becomes negligible. Second, the 
seal coverage is disconcertingly incomplete. Of every four 
members of the profession, only one contributes to the seal 
campaign; of every hundred osteopathic patients, it can safely 
be hazarded that perhaps one may have seen the osteopathic 
Christmas seal. Osteopathy is failing to utilize fully an 
effective public relations medium, and it is neglecting an 
‘ficient means of support for education and research. 

Hence it is with a mixture of pride and concern that the 
following report is submitted: 


CONTRIBUTIONS TO RESEARCH AND STUDENT LOAN FU ND 
1951 OSTEOPATHIC CHRISTMAS SEAL CAMPAIGN* 


Classification of Contributors Number Amount 
Osteopathic Physicians .................. a $ 9,898.00 
Osteopathic Hospitals 699.00 
Auxiliary to the A.O.A. 
Individual Members 1,238.00 
District and Group Gifts...... 1,476.35 
Contributions Secured by 398 624.50 
Contributions Secured by Osteopathic Physi- 

Osteopathic Students’ Parents..................-.....--..---- 504 1,395.25 
Long-time Contributors to Seal Campaign... 91 169.30 
A.O.A. Central Office Staff. 75.00 
Miscellaneous (Divisional, District, and Allied 

Societies; Fraternities; Sororities; Other 

61.61 


*Figures represent tabulations through February 29, 1952. 
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BILLS IN CONGRESS 


HR. 5869—Mr. Albert of Oklahoma. Extends benefits of 
G.I. Bill of Rights for active service during Korean war. 

HR. 5871—Mrs. Bosone of Utah. Revives EMIC and 
provides hospital care for dependents of enlisted servicemen. 

HR. 5873—Mr. Cole of New York. Increases penalties 
for narcotics sales to persons under 21. 

HR. 5891. Amends VA regulations for 2-year presump- 
tive period of service connection for disease of psychosis. 
Favorably reported January 30, H.Report 1286. 

HR. 5904. National Security Training Corps Act. 

HR. 5971—Mr. Taylor of New York. Amends Section 22 
(b) (2) of Internal Revenue Code to grant exemption from 
income tax in the case of retirement annuities and pensions. 

HR. 5996—Mr. Kilday of Texas. Amends Section 302 of 
Servicemen’s Readjustment Act relating to review of findings 
of retiring boards. 

HR. 6078—Mr. Ford of Michigan. Amends Social Security 
Act to permit Federal participation in public assistance for 
patients in private institutions for tuberculosis or mental dis- 
eases. 

. HR. 6161—Mr. Furculo of Massachusetts. Federal Schol- 
arship Act. Provides loans for needy and scholastically qualified 
students to continue post-high school education. 

HR. 6185—Mr. Elliott of Alabama. Nursing Education 
Act of 1952. Provides program of grants and scholarships for 
nursing education. 

HR. 6190—Mr. Machrowicz of Michigan. Establishes an 
independent Federal Education Agency in the Federal govern- 
ment. 

HR. 6212—Mr. Bonner of North Carolina. Authorizes 
Commandant of United States Coast Guard to furnish hos- 
pitalization and medical, surgical, and dental care and treat- 
ment for the dependent members of the United States Coast 
Guard. 

HR. 6213—Mr. Burnside of West Virginia. Amends Social 
Security Act to provide disability insurance benefits for totally 
disabled individuals. 

HR. 6215—Mr. Celler of New York. National Services 
for Disabled Persons Amendments of 1951. 

HR. 6288—Mr. Durham of North Carolina. Authorizes 
appointment of qualified women as physicians and specialists 
in the medical services of the Army, Navy, and Air Force. 

HR. 6319—Mr. Durham of North Carolina. Provides for 
appointment of a Chief of the Medical Service Corps of 
the Navy. 

HR. 6425—Mr. Teague of Texas. Veterans’ Educational 
Assistance Act of 1952. 

S. 2387—Mr. Smathers of Florida. Armed Forces Reserve 
Act of 1952. 

S. 2409—Mr. Neely of West Virginia. Authorizes Presi- 
dent to arrange conference of world’s outstanding experts 
on cancer. 

S. 2417—Mr. Russell of Georgia (by request). Interserv- 
ice Transfer Act of 1952. Permits transfer of officers from 
one arm of service to another with his consent and the consent 
of the Services involved. 

S. 2420—Mr. Russell of Georgia (by request). Amends 
Section 302 of G.I. Bill of Rights of 1944. Same as HR. 5996. 
S. 2441—Mr. Russell of Georgia, and other Senators. UMT 
Same as HR 5904. 

S. 2481—Mr. Lodge of Massachuetts. Provides for volun- 

tary coverage under the Federal Old Age and Survivors 
_Insurance System for lawyers engaged in the practice of 
their profession. 

S. 2552—Mr. Hunt of Wyoming. Authorizes appointment 
of qualified women as physicians and specialists in the medical 
services of the Armed Forces. Same as HR. 6288. 


bill. 


S. 2578—Mr. Hennings of Missouri. Provides veterans’ 
benefits for commissioned officers of the Public Health Service 
serving during World War II and subsequent to November 
11, 1943. 

S. 2581—Mr. Russell of Georgia (by request). Provides for 
Chief of Medical Service Corps of Navy. Same as HR. 6319. 

S. 2606—Mr. Hill of Alabama. Veterans’ Educational 
Assistance Act of 1952. Same as HR. 6425. 

S.J.Res. 20—Mr. O’Mahoney of Wyoming and Mr. Ander- 
son of New Mexico. Permits development of all reserves of 
underseas lands off the coasts of the United States. Favorably 
reported February 4, 1952. S. Report 1143. 

Amendment to S.J.Res. 20 intended to be proposed by 
Senator Hill and others provides for use of funds from such 
oil and mineral leases exclusively as grants-in-aid of primary, 
secondary, and higher education. 

S.J.Res. 114—Mr. Langer of North Dakota. Authorizes 
issuance of a special series of stamps commemorative of the 
late Dr. Daniel David Palmer, founder of chiropractic. 


DR. LYON HEADS VA RESEARCH AND EDUCATION 


The appointment of Dr. George Marshall Lyon, 56, 
founder and director of the extensive radioisotope program 
in Veterans Administration hospitals, as Assistant Chief Medi- 
cal Director for Research and Education, was announced 
February 5, 1952, by Carl R. Gray, Jr., Administrator of 
Veterans Affairs. 


Dr. Lyon replaces Dr. E. H. Cushing, who is resigning 
effective March 1. Dr. Lyon was senior research assistant to 
Dr. Cushing. 

Dr. Lyon came to the Veterans Administration in July, 
1947, as Special Assistant for Atomic Medicine to the Office of 
the Chief Medical Director and as Chief of the Radioisotope 
Section of the Research and Education Service. 


Under. his direction, sixteen Veterans Administration 
hospitals are now conducting extensive programs in the appli- 
cation of radioisotopes in the field of medicine. Several more 
hospitals are to be added to this program in the future. 

Dr. Lyon’s activities in relation to atomic energy have 
been as safety adviser to the Manhattan Engineering District ; 
and medical officer of the Thermal Diffusion Plant, Navy 
Yard, Philadelphia; safety consultant to the Atomic Bomb 
tests at Alamogordo, New Mexico; safety adviser and repre- 
sentative of the Surgeon General, U. S. Navy on the staff 
of the Commander of the Joint Task Force One at Bikini; 
consultant to the Armed Forces Special Weapons Project, 
Washington, D. C.; and radiological defense adviser to the 
Office of Civil Defense Planning in the Office of the Secretary 
of Defense. 

Dr. Lyon is a native of Pennsylvania. He attended Mar- 
shall College, Denison University, and Johns Hopkins Uni- 
versity, obtaining his medical degree from the latter institution 
in 1920. 

During World War I Dr. Lyon served as an officer in 
the Chemical Warfare Service. 

During World War II, he rose to the rank of captain 
in the Navy Medical Corps. He began his World War II 
service as chemical warfare officer for the Naval forces in 
Europe. Later, he became safety advisor for the staff of the 
commander of the joint Army-Navy Task Force No. 1. 

Dr. Lyon has been a fellow in the American College of 
Physicians (1928-32) and in the American Academy of Pedi- 
atrics. He has served as chairman of the committee on post- 
graduate education of the latter organization. He is certified 
by the American Board of Pediatrics. 
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